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“Failures, repeated failures, are finger 

posts on the road to achievement. One 

fails forward toward success.” 

– C. S. Lewis 
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1. LIST OF ABBREVIATIONS 

API Approximate Plaque Index 

ART Atraumatic Restorative Treatment 

BAG Bioactive Glass 

Ca Calcium 

CENTRAL Cochrane Central Register Of Controlled Trials 

CaGP Calcium Glycerophosphate 

CI Confidence Interval 

CPP-ACP Casein Phosphopeptide–Amorphous Calcium 

Phosphate 

CPP-ACFP Casein Phosphopeptide–Amorphous Calcium Fluoride 

Phosphate 

CPP-ACPFV Casein Phosphopeptide–Amorphous Calcium 

Phosphate Fluoride Varnish 

DH Dentinal Hypersensitivity 

DMFS Decayed, Missing, And Filled Surfaces 

DMFT Decayed, Missing, And Filled Teeth 

EAPD European Academy Of Pediatric Dentistry 

EDI Enamel Decalcification Index 

FT Fluoride Toothpaste 

FV Fluoride Varnish 
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GRADE Grading of Recommendations Assessment, 

Development, And Evaluation  

HVGIC High-Viscosity Glass Ionomer Cement 

ICDAS International Caries Detection And Assessment System 

LED Light Emitting Diode 

LF Laser Fluorescence 

LLLT Low-Level Laser Therapy  

MD Mean Difference 

MIH Molar–Incisor Hypomineralization 

NaF Sodium Fluoride 

PBMT Photobiomodulation Therapy 

PEB Post-Eruptive Enamel Breakdown 

PICO Population, Intervention, Control, And Outcome 

PRISMA Preferred Reporting Items For Systematic Review and 

Meta-Analysis  

PROSPERO International Prospective Register Of Systematic 

Reviews  

QLF Quantitative Light-Induced Fluorescence 

RCT Randomized Controlled Trial 

ROB Risk Of Bias 
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ROBINS-I Risk of Bias in Non-Randomized Studies - of 

Interventions 

RT Randomized Trial 

SCASS Schiff Cold Air Sensitivity Scale 

SD Standard Deviation 

SDF Silver Diamine Fluoride 

SMART Silver Modified Atraumatic Restorative Technique  

SMD Standard Mean Difference 

SSC Stainless Steel Crown  

TCP Tricalcium Phosphate 

USPHS United States Public Health Service 

VAS Visual Analog Scale 

WBFS/WBFPS/WBFPRS Wong-Baker Faces Pain Rating Scale 

WSL White Spot Lesion 

XMT X-Ray Microtomography  



2. STUDENT PROFILE 

2.1. Vision and mission statement, specific goals 

My vision is a world where dental caries and enamel defects are 

detected early, and through effective non-invasive treatment and 

prevention, teeth are preserved, maintaining function and health. 

My mission is to bring evidence-based and clinically effective 

remineralizing agents for dental enamel caries and defects to 

clinical practice. In order to achieve this mission, my goal is to 

evaluate the current evidence on Casein Phosphopeptide - amorphous calcium phosphate 

(CPP-ACP), clarify its remineralizing capacity in early caries lesions, and shed light on 

non-invasive strategies for managing molar-incisor hypomineralization (MIH). 

2.2. Scientometrics 

Number of all publications:  10 

Cumulative IF:  29.0 

Av IF/publication:  2.90 

Ranking (SCImago):  D1: 3, Q1:4, Q2:3 

Number of publications related to the subject of the thesis:  2 

Cumulative IF:  5.9 

Av IF/publication:  2.95 

Ranking (Sci Mago):  D1:-, Q1: 2 

Number of citations on Google Scholar:  59 

Number of citations on MTMT (independent):  28 

H-index:  4 

The detailed bibliography of the student can be found on pages 65-68. 

2.3. Future plans 

After finishing my PhD, I will continue my scientific development. We have an accepted 

research proposal, “Understanding oral health inequalities and financing across Europe,” 

from EUROSTAT- Academia Europaea. I plan to continue investigating remineralization 

strategies for caries and MIH in the clinical setting. Furthermore, I would like to continue 
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my work with PhD students as a supervisor and dedicate to my career at the Centre for 

Translational Medicine.



3. SUMMARY OF THE THESIS 

Dental caries and molar-incisor hypomineralization (MIH) are significant global health 

challenges, impacting over 30% and 13% of the global population worldwide. Despite 

recent advances, the efficacy of early management using non-invasive strategies remains 

unclear. Caries can progress to cavitation if untreated, requiring invasive treatment and 

increasing the risk of tooth loss. Similarly, MIH-affected enamel is porous, less 

mineralized, and prone to breakdown, complicating treatment and prognosis. 

Hypersensitivity, affecting nearly half of MIH patients, adds further challenges. This 

research investigates the efficacy of remineralizing agents, such as fluoride and casein 

phosphopeptide-amorphous calcium phosphate (CPP-ACP), in managing these 

conditions. 

Study I evaluated the combined efficacy of CPP-ACP and fluoride compared to fluoride 

alone in managing white spot lesions (WSLs). Study II examined CPP-ACP and other 

agents for remineralizing MIH lesions and reducing hypersensitivity. Both studies used 

fluorescence-based and visual assessment methods to analyze outcomes. Study I found 

that CPP-ACP combined with fluoride did not significantly outperform fluoride alone in 

improving WSLs. Fluoride alone was effective in arresting or reversing early carious 

lesions. However, the certainty of evidence was very low, underscoring the need for high-

quality studies to develop treatments that better complement fluoride in managing WSLs. 

In Study II, CPP-ACP was not significantly superior to fluoride in remineralizing MIH 

lesions but was more effective in reducing hypersensitivity. Other agents, such as silver 

diamine fluoride (SDF), calcium glycerophosphate (CaGP), and low-level laser therapy, 

showed mild-to-moderate effects on remineralization and hypersensitivity but lacked 

robust evidence due to heterogeneity and short follow-ups. 

The findings from this research address critical knowledge gaps, providing insights into 

the limitations and potential of non-invasive strategies for managing caries and MIH. It 

impacts clinical decision-making and emphasizes the importance of tailored evidence-

based approaches to improve patient outcomes, reduce the burden of invasive treatments, 

and guide future research toward establishing standardized clinical protocols. 



4. GRAPHICAL ABSTRACT 
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5. INTRODUCTION  

5.1. Overview of the topic 

5.1.1. What is the topic? 

My topic investigates non-invasive strategies for managing enamel caries lesions and 

molar-incisor hypomineralization (MIH). Specifically, it evaluates the efficacy of 

remineralizing agents such as fluoride and casein phosphopeptide-amorphous calcium 

phosphate (CPP-ACP) in addressing demineralization and hypersensitivity associated 

with these conditions.  

5.1.2. What is the problem to solve?  

Despite the advances in preventive dentistry, the efficacy of early management strategies 

for early enamel caries lesions and MIH, including remineralizing agents, remains 

unclear. Enamel caries can progress to cavitation when not treated early, requiring 

invasive treatments and potentially leading to tooth loss. The hypomineralized enamel in 

MIH is more porous, less mineralized, and prone to breakdown, complicating treatment 

and prognosis. Hypersensitivity, which affects nearly half of MIH patients, increases 

clinical challenges. There is a lack of robust clinical evidence and standardized guidelines 

for the non-invasive management of enamel caries lesions. EAPD guidelines for MIH 

management offer only conditional recommendations. The goal is to provide evidence to 

improve early intervention and oral health outcomes for patients. 

5.1.3. What is the importance of the topic? 

Caries is the most common oral health condition, with over 2.3 billion people affected 

(1), while MIH affects around 13% worldwide (2). Their impact on oral health, aesthetics, 

and quality of life, particularly in children and adolescents, represents a public health 

concern. Early management strategies can help arrest the progression of lesions, prevent 

invasive treatments, and alleviate other associated functional and psychosocial burdens. 
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5.1.4. What would be the impact of our research results?  

This research addresses critical knowledge gaps by systematically analyzing the efficacy 

of CPP-ACP and other non-invasive strategies for remineralization and hypersensitivity 

management of early caries lesions and MIH. The findings could inform clinical decision-

making, improve patient outcomes, and ultimately lead to the development of 

standardized, evidence-based clinical protocols and guide future research. 

5.2. Caries Process 

Dental caries is a multifactorial disease resulting from complex dynamic interactions 

between pathological factors such as cariogenic bacteria, fermentable carbohydrates, and 

salivary dysfunction, and protective factors, such as antibacterial agents, sufficient saliva, 

and remineralizing ions (3, 4). 

Despite the advancements over the last 20 years, the prevalence and incidence of dental 

caries have mainly remained the same (5). Therefore, understanding this dynamic disease 

process is essential to develop effective strategies to combat dental caries in clinical 

practice (6, 7), with individual management plans based on accurate diagnosis, including 

risk level, caries detection, assessment of caries severity, and activity (7). 

Caries development consists of many alternating cycles of demineralization (mineral loss) 

and remineralization (mineral gain). Therefore, a constant balance between pathological 

and protective factors is needed to maintain oral health. The caries process will be 

initiated when an imbalance and net demineralization are sustained, resulting in mineral 

loss (8) (Fig.1.) 
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Figure 1: Caries Process by Pitts, Zero (8). 

Cariogenic bacteria, primarily mutans streptococci and lactobacilli species, play a central 

role in this process. These bacteria metabolize dietary fermentable carbohydrates, 

primarily sugars, producing organic acids (mainly lactic acid)  within biofilm that drop 

the pH level to a point where hydroxyapatite starts dissolving (critical pH 5.5). It partially 

demineralizes the surface layer of the tooth, increasing the porosity and allowing acids to 

diffuse into the subsurface. The enamel surface supersaturates from reaction product 

concentrations (calcium and phosphate) building up in the biofilm, stopping the 

demineralization process and favoring mineral reprecipitation. The acids diffusing from 

the biofilm do not react with the surface layer but continue deeper in the undersaturated 

subsurface, which could explain the higher rate of demineralization in subsurface enamel 

(8, 9). 

As the rate of mineral loss becomes greater in the subsurface than at the surface, it may 

result in what is commonly referred to as a white spot (non-cavitated) lesion. These spots 

represent non-cavitated enamel incipient carious lesions with chalky-white enamel areas. 

The white opaque appearance of early enamel caries is caused by an optical phenomenon 

resulting from the mineral loss and increase in enamel porosity, which alters the internal 

reflection, surface roughness, and loss of brightness (10, 11). 
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White spot lesions are the first stage of dental caries, and if the demineralization process 

is not stopped, the intact enamel surface eventually collapses and cavitates (10). The 

progression from demineralization to cavitation is typically a slow process, occurring 

over months or years (8, 9), and when detected in its initial phase, lesions are subject to 

remineralization and could be arrested or reversed (4, 11).  

5.2.1. Molar-Incisor Hypomineralization (MIH) 

The term Molar-Incisor Hypomineralization was first introduced by Weerheijm, Jalevik 

(12) to describe a qualitative enamel developmental defect of systemic origin that affects 

one or more permanent molars, often involving incisors. Globally, the prevalence of MIH 

ranges from 2.8 to 40.2%, with most studies located in Europe (2, 13). This variability 

could be explained by the different diagnostic criteria used by researchers (14). A recent 

systematic review by  Lopes, Machado (15) found a 13% overall prevalence of MIH, 

including only the European Academy of Pediatric Dentistry (EAPD) criteria (16). 

Clinically, MIH hypomineralized enamel appears as demarcated opacities with defined 

borders from healthy enamel. The colors range from creamy-white in mild cases to 

yellow-brown in severe cases (17). Affected teeth often have structural loss associated 

with pre-existing demarcated opacity. Common clinical consequences of MIH are the 

presence of severe destruction in first permanent molars, atypical restorations, and dental 

extractions (18, 19). MIH-affected enamel has lower mineral density, hardness, and 

elastic modulus, as well as increased protein content and porosity, making it more 

susceptible to breakdown under masticatory forces, further complicating both treatment 

and prognosis (18, 20, 21). Severe lesions are commonly associated with post-eruptive 

enamel breakdown (PEB), susceptibility to caries, hypersensitivity, and aesthetic issues, 

and affect patients’ socio-psychological well-being and quality of life (22, 23). Severely 

hypomineralized molars are at ten times greater risk of developing caries (24). 

Dentin hypersensitivity (DH) affects 45% of patients with MIH (25), particularly in 

severe cases (26, 27). Managing DH in MIH patients is challenging due to their increased 

susceptibility to plaque accumulation and caries and compromised oral hygiene caused 

by the altered properties of MIH-affected enamel (28).  
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Approximately 27% of MIH-affected teeth have required or will require treatment at 

some point (29). Therefore, additional challenges, such as pain, anesthetic difficulties, 

dental anxiety, and behavior management issues, negatively impact their quality of life 

and make clinical management complex (30-33). 

5.2.2. Understanding Fluoride Role in Remineralization 

Remineralization is a key repair process for enamel caries and developmental enamel 

defects such as MIH. This process involves the deposition of calcium and phosphate ions 

into demineralized areas of enamel or dentin, sourced primarily from saliva. Saliva has 

numerous roles, including buffering the acid and facilitating the reprecipitation of mineral 

components (remineralization) since it is supersaturated with calcium and phosphate 

relative to hydroxyapatite. This will enhance resistance to further demineralization and 

maintain enamel integrity (34, 35). 

In enamel caries, remineralization can occur naturally when dissolved mineral ions (Ca2+ 

and PO4
3–) are deposited into crystal voids of the demineralized tooth structure, 

effectively restoring the structural integrity of the enamel. This process is greatly 

enhanced by free fluoride ions in oral fluid, allowing the incorporation of ions into 

hydroxyapatite, forming fluorhydroxyapatite or fluorapatite. These physicochemical 

alterations make it more resistant to acid dissolution than the original hydroxyapatite, 

making a remineralized enamel less susceptible to future cariogenic challenges. Fluoride 

is also effective at inhibiting demineralization when present in oral solution, and it 

adsorbs to the surface of crystals, protecting enamel against acid dissolution (4, 9, 35-37). 

Research on remineralization underscores the importance of fluoride as the primary agent 

to enhance mineral uptake and inhibit demineralization. However, high caries-risk 

patients and populations often need adjunctive therapies to increase fluoride-mediated 

remineralization (4, 38). MIH, due to the enamel porosity and lower mineral content, 

presents additional challenges for remineralization (21).  

Promising strategies to enhance remineralization would be to increase the availability of 

calcium and phosphate, particularly in inadequate salivary flow rate, and to ensure more 

efficient fluoride delivery over more extended periods (39). Remineralization strategies 
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for MIH-affected teeth should focus on both enhancing the mineral density of the 

weakened enamel and reducing associated hypersensitivity.  

Among the available fluoride-based treatments, fluoride varnish increases caries 

resistance and also alleviates hypersensitivity by forming a temporary protective layer 

that slows demineralization and enhances fluoride uptake (40). Emerging treatments with 

promising results, such as silver diamine fluoride (SDF), are also being explored to 

manage MIH-related sensitivity (41). However, further studies are required to assess their 

long-term effectiveness. 

5.2.3. Non-Fluoride Remineralizing Agents 

New systems have been introduced in the last decades, such as non-fluoride enamel 

remineralizing agents and fluoride boosters, to increase the remineralizing potential of 

fluoride (4, 6, 42). Calcium phosphate systems have been developed to enhance the ability 

of fluoride to promote remineralization. The additional calcium phosphate ions can 

increase diffusion gradients, favoring fluoride ion-mediated remineralization and 

enhancing enamel subsurface remineralization (43). 

Casein phosphopeptide-amorphous calcium phosphate (CPP-ACP) has been developed 

to promote that process by increasing the local bioavailability of Ca2+ and PO4
3– ions (44, 

45). Casein phosphopeptide (CPP) is based on casein, a milk protein that binds and 

chelates calcium, providing the basis for its calcium phosphate donor capacity (4, 43, 46, 

47). CPP may serve as a saliva biomimetic compound with a great capacity of stabilizing 

calcium and phosphate, preventing the formation of poorly soluble phases and 

maintaining the bioavailability of ions to facilitate their precipitation on the enamel 

surface lesions and thus effectively inhibiting demineralization and enhancing 

remineralization (48-51). The binding between CPP-ACP is pH-dependent. As expected, 

the binding is decreased at lower pH, while higher pH prevents spontaneous precipitation 

of calcium phosphate (52, 53). Therefore, this material has been suggested to be 

particularly effective in the remineralization of early enamel lesions and the treatment of 

other enamel defects (51, 52, 54, 55). 
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6. OBJECTIVES 

6.1. Study I – Investigating the efficacy of CPP-ACP on remineralization of white 

spot lesions compared to fluoride therapies alone 

We aimed to evaluate the current evidence on CPP-ACP systematically and to provide 

clarification on its remineralizing capacity. Therefore, we investigate whether the 

combination of CPP-ACP and topical fluoride has superior effects on remineralizing early 

carious lesions compared to fluoride alone. We hypothesized that CPP-ACP combined 

with fluoride would be more effective in promoting remineralization when measured 

through fluorescence-based and visual methods. 

6.2. Study II– Investigating non-invasive strategies for the management of 

hypersensitivity and remineralization  of Molar-Incisor Hypomineralization 

(MIH) teeth 

Our overall goal was to update and contextualize recommendations for non-invasive 

strategies for managing MIH. We aimed to understand which non-invasive strategy (CPP-

ACP, fluoride, calcium glycerophosphate, silver diamine fluoride, low-level laser, and 

others) is the most effective for remineralization and hypersensitivity reduction in teeth 

affected by MIH. We hypothesized that CPP-ACP would be the most effective agent for 

increasing mineral content and reducing hypersensitivity.  

 



7. METHODS 

Studies I and II complied with the guidelines described in the Preferred Reporting Items 

for Systematic Review and Meta-Analysis (PRISMA) 2020 recommendations (56). 

Additionally, our study protocols were registered at the International Prospective Register 

of Systematic Reviews (PROSPERO) under CRD42021286245 and CRD42022321486 

to ensure transparency. The PROSPERO registration can be accessed at 

https://www.crd.york.ac.uk/prospero/. 

7.1. Study I. – Investigating the efficacy of CPP-ACP on remineralization of white 

spot lesions compared to fluoride therapies alone 

7.1.1. Literature search and eligibility criteria 

A comprehensive systematic literature search was conducted to identify relevant studies 

until October 17th, 2022, and three major databases were screened: Medline (PubMed), 

Embase, and Cochrane Central Register of Controlled Trials (CENTRAL). An extensive 

hand search in the reference lists of relevant articles and included records was also 

performed to find eligible records.  

A well-defined search strategy combined two main domains - terms related to “caries” 

and “Casein phosphopeptide-amorphous calcium phosphate”. The detailed search key can 

be found in Cavalcante, Schulze Wenning (57). No filters or restrictions were applied 

during the search to allow for a comprehensive search.  

Patients of any age diagnosed with early stages of carious lesions  (P) who underwent 

treatment with CPP-ACP agents and fluoride used in combination were included (I). Any 

products containing CPP-ACP, such as paste, mousse, or varnish, including CPP-ACP 

with built-in fluoride (CPP-ACFP) and fluoride in different formulations (toothpaste, gel, 

and varnish) would be included. Studies should also contain a control group of fluoride 

therapies alone (C). The primary outcome (O) was remineralization potential measured 

by fluorescence-based methods – QLF and LF. Visual evaluation through visual change 

in lesion area (value obtained as the ratio between the total lesion and total surface area 

of teeth) was a secondary outcome (O). 



20 

 

Only randomized controlled trials (RCTs) were included to allow for the highest level of 

evidence. Studies were excluded when trials had no fluoride-only control group and when 

unbalanced intervention and control group could directly or indirectly influence outcome 

variables. Furthermore,  patients with any associated developmental defects of enamel or 

erosion would be excluded to avoid any confounding factors. 

7.1.2. Study selection and data extraction 

EndNote X20.2 (v.7) software (Clarivate Analytics, Philadelphia, PA, USA) was used to 

manage the records, and two independent authors performed the study selection. After 

duplicate removal, the remaining studies were screened by title, abstract, and full text. 

Cohen’s kappa (58) coefficient was calculated to assess the agreement between the two 

reviewers, and if any disagreements remained after discussion, a third reviewer was 

consulted. 

Two investigators extracted data from each eligible study using a standardized data 

collection form. When full texts were unavailable electronically, authors were contacted. 

The following data was collected from the eligible articles: title, first author, year of 

publication, country, study design, main findings, patient demographics, follow-up time, 

interventions, and outcomes (remineralization efficacy measurements by QLF and LF and 

visual assessments). If there were any inconsistencies, a third reviewer would be 

consulted, and if data was unclear, authors were also contacted for clarification. When 

uncertainties remained, data would not be used in the quantitative analysis. 

7.1.3. Risk of Bias and Quality assessment 

Rob 2 tool for randomized trials (59) was used to assess bias and was performed in 

duplicate by two independent reviewers (B.C. and A.W.). Disagreements were resolved 

through discussion, and when they were not possible, a third reviewer was consulted 

(G.V.). This tool has five domains: randomization process, deviations from the intended 

interventions, missing outcome data, measurement of the outcome, and selection of the 

reported result. They would be overall judged as the worst risk of bias in any of the 

domains: a ‘low risk’ of bias if all domains were at low risk, at ‘some concerns’ if at least 
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one domain raised some concerns but no high risk, and at ‘high risk’ if at least one domain 

was at severe risk (59). 

The Grading of Recommendations Assessment, Development, and Evaluation (GRADE) 

system was used to rate the quality of evidence for each outcome (60, 61), and was 

performed independently by two authors. The following criteria were analyzed: study 

design, risk of bias, indirectness, inconsistency, imprecision, and publication bias. RCTs 

start with a high level of evidence, which can be downgraded by one level for ‘serious 

concerns’ and two for ‘very serious concerns’ in each domain. Finally, the certainty of 

the evidence for each outcome will be graded as “high,” “moderate,” “low,” or “very 

low.” 

7.1.4. Data synthesis and analysis 

R-statistics software (ver. 4.1.1., Vienna, Austria) was used for the statistical analyses. 

Mean differences (MDs) or standardized MDs (SMDs) for continuous data were 

calculated to summarize the effect of treatment from each study. MDs would be used if 

outcomes were homogeneous, while SMDs would be utilized for non-homogeneous. 95% 

confidence intervals (CIs) were estimated using the restricted maximum-likelihood 

estimator. Random-effects models were used to combine the studies due to the existing 

clinical and methodological heterogeneity. After data collection, statistical heterogeneity 

was examined using the I²  and χ2 statistics. Forest plots were used to display the 

measured effect sizes with their 95% CIs for all studies included. 

7.2. Study II. – Investigating non-invasive strategies for the management of 

hypersensitivity and remineralization  of Molar-Incisor Hypomineralization 

(MIH) teeth 

7.2.1. Literature search and eligibility criteria 

An extensive search was conducted in the MEDLINE(via PubMed), Embase, and the 

Cochrane Central Register of Controlled Trials (CENTRAL) in July 2023, with an update 

performed on July 8th, 2024, to ensure that most updated evidence was included. No 

additions or modifications were made to the search terms. 
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The search strategy used a combination of terms related to “molar incisor 

Hypomineralization” and current non-invasive strategies for MIH lesions. More details 

on the search key are found in Cavalcante, Mlinkó (62). To ensure a comprehensive 

search, no filters or restrictions were applied. Furthermore, the reference lists of pertinent 

studies and records were manually searched to identify further eligible records. 

PICO framework was applied, where studies involving subjects under 18 years of age 

diagnosed with MIH according to any validated diagnostic criteria – EAPD (63), Ghanim 

(14), Weerheijm (64) – were included (P), with non-invasive remineralization and 

hypersensitivity management (I/C) interventions with at least one data point before and 

after the intervention. Remineralization potential was measured instrumentally through 

fluorescence-based methods: (1) Laser fluorescence (LF) measuring the enhanced 

fluorescence produced by the organic content of the lesion, (2) Quantitative light-induced 

fluorescence (QLF) to assess the degree of the lesion compared to the surrounding healthy 

tooth structure background fluorescence (O). Hypersensitivity management was a 

secondary outcome (O) measured instrumentally and visually through any validated pain 

outcome measure, such as the visual analog scale (VAS), SCASS, WBFS, and others.  

We have included any in vivo, clinical, and observational studies for a more extensive 

evidence review. Studies were excluded if patients had associated enamel defects other 

than MIH (demarcated opacities, diffuse opacity, hypoplasia, amelogenesis imperfecta, 

dentinogenesis imperfecta, fluorosis) or erosion. 

7.2.2. Study selection and data extraction 

The study selection proceeded similarly to the description in 7.1.2. Study I. 

When full texts were not available electronically, the necessary correspondence was made 

with the authors of the studies. Two investigators (B.C. and É.M.) performed the data 

collection separately using a standardized data collection form, which the following 

items: title, first author, year of publication, country, study design, number of patients and 

teeth, main findings, patient demographics, type of intervention, outcome measures for 

remineralization efficacy, and hypersensitivity. Lesion severity was categorized 

according to the EAPD criteria (Table 1). Quantitative analyses used teeth as the unit of 

measurement, and where multiple follow-ups were reported, data closest to the 3-month 
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mark were analyzed to allow for a more homogeneous dataset. In cases with more than 

one publication on the same cohort of patients, data was extracted from each report 

separately, and information was combined. Discrepancies were resolved by a third 

independent reviewer when necessary (G.V.). 

Table 1. Description of severity level according to the EAPD criteria (described by 

Lygidakis et al., 2022). 

Severity level Signs and symptoms 

Mild Demarcated enamel opacities without enamel 

breakdown 

 Induced sensitivity to external stimuli, e.g., 

air/water but not brushing 

 Mild aesthetic concerns on discoloration of 

the incisors 

Severe Demarcated enamel opacities with 

breakdown and caries 

 Spontaneous and persistent hypersensitivity 

affecting function, e.g., brushing, mastication 

 Strong aesthetic concerns that may have a 

socio-psychological impact 

 

7.2.3. Quality assessment 

For non-randomized studies, ROBINS-I tool (65) was applied to assess through seven 

domains: bias due to confounding, bias due to participant selection, bias in classification 

of interventions, bias due to deviations from intended interventions, bias due to missing 

data, bias in the measurement of outcomes, and bias in the selection of the reported 

results. The categories for judgments were: ‘low risk’ when all domains were judged as 

low risk; ‘moderate risk’ when all domains were at low or moderate; ‘serious risk’ if at 
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least one domain was at serious risk, and ‘critical risk’ when at least one judgment was 

critical.  

For randomized controlled trials, the ROB 2 tool (59) was used, including five domains: 

bias from the randomization process, deviations from intended interventions, bias due to 

missing outcome data, bias in the measurement of the outcome, and bias in the selection 

of results reported. The judgment was performed similarly to ROBINS-I, except for the 

critical risk of bias category, which was not present.  

Two independent authors conducted both assessments (B.C. and É.M.), and 

disagreements were addressed through discussions, reviewing the study details, or 

consulting a third reviewer. 

7.2.4. Data synthesis and analysis 

A random-effects model was used due to the expected substantial heterogeneity across 

studies regarding interventions, outcome measures, and patient characteristics. Mean 

differences (MD) were expressed as an effect size measure with 95% confidence intervals 

(CIs). The sample size, mean, and corresponding standard deviation (SD) were extracted 

from each study to calculate study MDs and pooled MDs. The mean values of the control 

group were subtracted from the mean values of the experimental group.  

For hypersensitivity, outcome measures from varying scales were standardized to a 

standard 0–10 scale to ensure comparability, and MD was used. The VAS and the WBFS 

scales were not modified (0-10), while SCASS (0–3) and VAS Pimenta (0–4) scores were 

multiplied by 3.33 and 2.5, respectively. While this approach facilitates comparability, it 

assumes linear relationships between scales and that the conversion factor is applicable 

across all studies with proportional changes, potentially introducing bias and not 

capturing subjective pain differences.  

The inverse variance weighting method was used to pool mean values and MD. 

Heterogeneity variance (τ²) was estimated using the restricted maximum likelihood 

method, with Q-profile methods providing confidence intervals (66, 67). The t-

distribution-based method was used for the CI of MD calculations of individual studies. 
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The Hartung–Knapp adjustment was applied to improve the robustness of CIs for MDs 

(68, 69). 

A fixed-effects “plural” model (mixed-effects) was utilized for subgroup analysis, 

following the recommendations of (70). We did not expect substantial between-study 

heterogeneity differences across subgroups, and the number of studies was relatively 

small, so a standard τ2 value was assumed.  Differences between subgroups were tested 

using the Cochrane Q (omnibus) test (66). The null hypothesis was rejected at a 5% 

significance level. Due to the inclusion of fewer than ten studies in each analysis, 

statistical funnel plot asymmetry tests were not performed (71). Instead, potential 

publication bias was assessed qualitatively by examining study characteristics, trial 

registries, and selective outcomes reporting. 
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8. RESULTS 

8.1. Study I. – Investigating the efficacy of CPP-ACP on remineralization of white 

spot lesions compared to fluoride therapies alone 

8.1.1. Search and Selection 

The systematic search yielded 1,497 related records, and after duplicate removal, 973 

records remained and were screened by title and abstract. Based on the eligibility criteria, 

44 items were selected for full-text review. Twenty-one RCTs were finally eligible for 

qualitative synthesis, with fifteen included in the quantitative synthesis. The PRISMA 

flow diagram summarizing all stages of the selection is presented in Figure 1. 
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Figure 1. PRISMA flowchart illustrating the study selection process (57). 
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8.1.2. Description of the Included Studies  

The primary characteristics of the included studies are detailed in Table 2. These RCTs 

were conducted between 2010 and 2021 and involved participants aged 2 to 35. The 

studies were performed in various countries, including Jordan, The Netherlands, 

Denmark, Mexico, Turkey, Iran, Spain, Egypt, Brazil, India, and Thailand. Participants 

presented early-stage carious lesions, specifically white spot lesions (WSLs) of either 

orthodontic or non-orthodontic origin, and were evaluated for remineralization outcomes.



Table 2. Characteristics of randomized controlled trials (RCTs) included in statistical analysis. 

Author, year Country Sample  

(mean age; 

range - years) 

Follow-up 

(months) 

CPP-ACP + Fluoride Fluoride Group Main Outcome 

    Type of 

combination 

Frequency Type of 

combination 

Frequency  

Al-Batayneh, 2020 [1] Jordan 114 (4.5) 6  Tooth Mousse + 

FT1 

bid + bid Ft 1 bid  QLF 

Beerens, 2010 [2] The Netherlands 54 (15.5) 3 MI Paste Plus + FT qd + bid Control Paste+  

Ft2  

bid + qd  QLF 

Beerens, 2018 [3] The Netherlands 51 (15.32) 12  MI Paste Plus + FT qd + bid Control paste+ 

Ft2 

bid + qd  QLF 

Bröchner, 2011 [4] Denmark 50 (15.2) 1 Tooth Mousse + FT 

3 

qd + qd Ft 3 bid  QLF 

Esparza-Villalpando, 

2021 [5] 

Mexico 84 (3-7) 1  MI Paste Plus + Ft 4 bid + bid Ft 4 bid LF 

(DIAGNOdent

™ Pen, model 

2190, KaVo 

Dental, 
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Biberach, 

Germany) 

Güclü, 2016 a [6] Turkey 21 (8-15) 3  Tooth Mousse + 

NaF Varnish 

bid + 5 times 

in 12w 

NaF Varnish 5 times in 

12w 

LF 

(DIAGNOdent

™ Pen, model 

2190, KaVo 

Dental, 

Biberach, 

Germany) 

Güclü, 2016 b [7] Turkey 21 (8-15) 3  Tooth Mousse + Ft 4 bid + bid Ft4 bid LF 

(DIAGNOdent

™ Pen, model 

2190, KaVo 

Dental, 

Biberach, 

Germany) 

Heravi, 2018 [8] Iran 24 (16) 3 MI Paste Plus + Ft 5 qd + bid Ft5 bid LF 

(DIAGNOdent) 

Llena, 2015 a [9] Spain 60 (6-14) 3 MI Paste Plus + Ft 6 qd + n.r. NaF Varnish + 

Ft6 

monthly + 

n.r. 

LF 

(DIAGNOdent,
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Kavo, Biberach, 

Germany) 

Llena, 2015 b [10] Spain 60 (6-14) 3 Tooth Mousse + Ft 6 qd + n.r. Control Paste 

+Ft6 

qd + n.r. LF 

(DIAGNOdent,

Kavo, Biberach, 

Germany) 

Mekky, 2021 [11] Egypt 44 (3-5) 6   MI Varnish + Ft 3 times in 6 

months + bid 

NaF Varnish + 

Ft 

3 times in 6 

months + 

bid 

LF 

(DIAGNOdent,

Kavo, Biberach, 

Germany) 

Memarpour, 2015 [12] Iran 140 (21.2*) 12  Tooth Mousse + FT bid + bid Ft qd Mean/Median % 

WSL area 

Mendes, 2018 a [13] Brazil 36 (5-13) 3  MI Paste + FT w + bid Placebo paste 

+ Ft  

bid + n.r. LF 

(DIAGNOdent

™ Pen, model 

2190, KaVo 

Dental, 

Biberach, 

Germany) 
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Mendes, 2018 b [14] Brazil 36 (5-13) 3 MI Paste Plus + FT w + bid Fluoride gel + 

Ft  

bid + n.r. LF 

(DIAGNOdent

™ Pen, model 

2190, KaVo 

Dental, 

Biberach, 

Germany) 

Radha,2020 [15] India 60 (3-6) 

 

6  MI Varnish + FT qd + qd NaF Varnish + 

Ft 

n.r. + qd Mean/Median  

% WSL area 

Singh,2016 [16] India 41 (16-25) 6  Tooth Mousse Plus 

+ FT 7 

bid + bid Ft7 bid LF 

(DIAGNOdent,

Kavo, Biberach, 

Germany); 

Mean/Median % 

WSL area 

Sitthisettapong,2015 [17] Thailand 79(37.51*) 12  Tooth Mousse + FT 

7 

qd + qd Placebo paste 

+ Ft7  

qd + qd  QLF 

Yazicioglu, 2017 [18] Turkey 30 (18-30) 1 MI Paste Plus + FT 

4 

qd + bid Ft4 bid LF 

(DIAGNOdent 

Type 2095, Sn 
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05‑1519775; 

Kavo, Biberach, 

Germany) 

Legends:*age in months, not years. “qd” means “once daily”, “bid” means “twice daily”, “w” means “weekly”, “LF” means the value of “laser 

fluorescence”, ”QLF” means the value of “quantitative light-induced fluorescence”, “Ft” means “Fluoride toothpaste”, “NaF” means “ Sodium Fluoride”. 

1Colgate Anti-cavity for kids (Sodium Fluoride 500ppm). 2Fluoride-free control paste + calcium (Ultradent). 3 Colgate (Sodium Fluoride 1100 ppm). 

4Colgate Total (Sodium Fluoride 1450 ppm). 5Crest Cavity Protection (Sodium Fluoride 1100 ppm). 6 Not specified, (Sodium fluoride 1100 ppm); 7Colgate 

total® (Sodium Fluoride 1000 ppm). 

MI Paste Plus contains 10% CPP-ACP + sodium fluoride 900 ppm; Tooth Mousse Plus contains 10% CPP-ACP + sodium fluoride 900 ppm. 

Tooth Mousse contains 10% CPP-ACP. MI Varnish contains 10% CPP-ACP + 5% sodium fluoride. These are trademarks of products. NaF 

varnish contains 5% sodium fluoride. Fluoride gel contains 1.23% acidulated phosphate fluoride.



The intervention in all studies involved CPP-ACP as the remineralizing agent. CPP-ACP 

was administered in combination with fluoride, either as part of the same product (e.g., 

CPP-ACFP, such as Tooth Mousse Plus or MI Paste Plus) or as CPP-ACP alone, with 

supplemental fluoride application via toothpaste, gels, or varnishes. In all studies, 

participants used fluoridated toothpaste for daily oral hygiene. Intervention regimens and 

follow-up durations ranged from one month to twelve months. Mousse and paste 

formulations were self-applied by participants or caregivers daily, while varnishes were 

applied at intervals of weeks or months. Remineralization outcomes were reported in 15 

studies comprising 888 participants. Assessment criteria included Laser Fluorescence 

(LF), Quantitative Light-induced Fluorescence (QLF), and percentage changes in the 

WSL area. 

8.1.3. Quantitative Synthesis Results 

Fifteen studies have provided sufficient data for the meta-analysis (47, 72-85).  

8.1.3.1. Primary Outcome  

• Laser Fluorescence (LF) values (DIAGNOdent) 

Eight studies measured the remineralization potential of CPP-ACP using LF 

(DIAGNOdent and DIAGNOdent pen). LF uses a relative numerical scale from 0 to 99. 

According to Lussi, values 0-13 = no caries; values 14-20 = enamel caries; values > 20 = 

dentinal caries, and values  > 30 operative care is recommended besides prevention (86, 

87). Changes from baseline were obtained as SMDs. 

Four studies (74, 77, 79, 81) included multiple intervention and control groups, and data 

were analyzed accordingly. Analyses at one, three, and six months revealed the following: 

At one month, no statistically significant difference was observed between this group and 

fluoride-only (SMD −0.30, 95%CI: −0.64 - 0.04) (Fig.2). The SMD (−0.30) also does not 

indicate a clinically significant change. Heterogeneity was moderate to high (p<0.01, 

I² =63%), mainly due to different population characteristics, the origin of WSL (non-

orthodontic/orthodontic), and frequency of application. Subgroup analysis for CPP-

ACFP and CPP-ACP did not indicate significant differences (Fig. 2). 
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Figure 2. Forest plot of comparison of CPP-ACP + fluoride vs fluoride alone using LF 

values difference from baseline and 1, 3, and 6 months of follow-up (57). 

At three months, no significant difference was observed between CPP-ACP and fluoride 

vs. fluoride alone (SMD −0.47, 95%CI: −1.02 - 0.07; I² =72%; p<0.01), even though two 

studies (81, 82) tended to favor the combined treatment group (Fig.2). Subgroup analysis 

of CPP-ACFP and CPP-ACP at three months did not provide significant information. 
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At six months, only two studies could be included. No statistically significant difference 

or clinical relevance was observed between the groups (SMD −0.49, 95% CI:−1.13 - 0.15; 

I² = 44%; p= 0.18) (Fig. 2). 

• Quantitative Light-induced Fluorescence (QLF) values 

Five studies (72, 73, 76, 80, 83) with 310 patients assessed remineralization using QLF, 

which measures both fluorescence loss ∆F (%) and lesion area (mm2), corresponding to 

mineral loss. Changes from baseline were reported as MDs.  

At one month, QLF ∆F did not demonstrate any significant difference between the two 

groups (MD 0.21, 95%CI: −0.30 - 0.71; I² = 0%; p=0) (Fig. 3). The heterogeneity was 

low among studies. At three months, there was a statistically significant difference 

favoring the fluoride group (MD 0.58, 95%CI: 0.25 - 0.91; I² = 0%; p=0), but the 

difference did not indicate clinically relevant remineralization (Fig.3). At six months (Fig. 

3), no significant difference was found (MD 0.60, 95%CI: −1.70 - 2.90; I² = 48%; p= 

0.67). 
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Figure 3. Forest plot of comparison of CPP-ACP + fluoride vs fluoride alone using QLF 

∆F(%)  values difference from baseline and 1,3 and 6 months of follow-up (57).  

Similar to QLF ∆F(%), QLF area (mm2) showed no statistically significant difference at 

either one month (SMD 0.11, 95%CI: −0.2 - 0.43; I² = 0%; p= 0.68), three months (SMD 

0.13, 95%CI: −0.16 - 0.42; I² = 0%; p= 0.80), or six months (SMD 0.23, 95%CI: −0.04  

- 0.51; I² = 0%; p= 0.42) (shown in Fig. 4). 

 

Figure 4. Forest plot of comparison of CPP-ACP + fluoride vs. fluoride alone using QLF 

area (mm2) values difference from baseline and 1, 3, and 6 months of follow-up (57). 

8.1.3.2. Secondary Outcome  

• Percent Change in WSL Area (%) 

The mean percent change in the WSL area was calculated based on the follow-up and 

baseline differences. Mean percent changes (%) were reported as SMDs.  

At one (SMD −0.06, 95%CI: −0.54 - 0.41; I² = 0%; p= 0.78) and three months (SMD 

−0.24, 95%CI: −0.57 - 0.10; I² = 0%; p= 0.89), no significant differences were observed 

between the groups (Fig.5). At six months, a minor but statistically significant 
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improvement in the CPP-ACP plus fluoride group was observed (SMD −0.38, 95%CI: 

−0.72 - −0.04; I² = 0%; p= 0.62). However, the difference was not clinically meaningful. 

 

Figure 5. Forest plot of comparison of CPP-ACP + fluoride vs. fluoride alone using WSL 

visual area change (%) values from baseline and 1, 3, and 6 months of follow-up (57).  

8.1.4. Risk of Bias Assessment 

The Risk of Bias 2 Tool (59) was used. Out of 15 studies, five demonstrated an overall 

‘low risk’; seven had ‘some concerns’, and three had a ‘high risk’ (73, 81, 83). Deviation 

from intended interventions and selection of reported results had the most ratings of ‘some 

concerns’ (eight and six, respectively) and ‘high risk’ (two studies each). In contrast, the 

randomization process and missing outcome data were mostly ‘low risk’. A detailed 

summary of the risk of bias is provided in Figure 6.  
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Figure 6. a) ROB 2 tool – risk of bias graph. Bias in each risk of bias item for each 

included study. b) Risk of bias graph. Percentage in each risk of bias item across included 

studies (57). 



40 

 

8.1.5. Certainty of evidence 

The overall certainty of evidence, assessed using the GRADE approach, was rated very 

low. Limitations included the small number of studies, significant heterogeneity, risk of 

bias, imprecision, and limited patient numbers. Indirectness of outcome measures and 

wide confidence intervals further reduced certainty. Evidence of potential publication 

bias was noted in outcomes with few studies. 

8.2. Study II. – Investigating non-invasive strategies for the management of 

hypersensitivity and remineralization  of Molar-Incisor Hypomineralization 

teeth 

8.2.1. Search and Selection 

Our systematic search identified 1,566 records. Following duplicate removal, 1,103 went 

through title and abstract, and 22 items were eligible for full-text selection. Sixteen reports 

from 15 studies were included, with an additional study identified through reference 

screening. Thus, a total of 17 reports from 16 studies were considered. Of these, 15 studies 

were included in the quantitative analysis. The PRISMA flow diagram summarizing the 

selection process is shown in Figure 1. 
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Figure 7. Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) flowchart showing the selection process (62). 

8.2.2. Description of the Included Studies 

The primary characteristics of the included studies are summarized in Table 1. In total, 

15 studies involving 740 patients and 1,997 teeth were included. All studies published 

between 2016 and 2024 were randomized controlled and non-randomized trials or 

prospective cohort studies. Participants ranged in age from 3 to 17 years, and follow-up 

periods varied from 0.5 to 24 months. For the quantitative synthesis, a single data point 

closest to 3 months (within a range of 0.5 to 3 months) was selected to ensure 

homogeneity in the short-term analysis of treatment effects. 

Table 3. Basic characteristics of the included studies in the systematic review and meta-

analysis. 

Study Design Sample characteristics MIH severity Outcome measures Interventions Follow-up time points 
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Author (year), 

Country 

Age range 

(mean ±SD) 

Patients 

(drop-out) 

Teeth 
(criteria) 

Al-Nerabieah et 

al. (2024), Syria 

RCT  

(Split-Mouth) 

6–9 (7.6±1.4) 100 (0) 200 Mild (EAPD) Caries development 

and activity: 

DMFT/ICDAS 

 

Post-eruptive 

Breakdown 

 

Hypersensitivity 

Airblast: SCASS 

 

- CPP-ACPFV (Mi 

Varnish) 

- 38% SDF 

T0: baseline 

T1: 3 months 

T2: 6 months 

T3: 9 months 

T4: 12 months 

Bardellini et al. 

(2024), Italy 

RCT 6-14 

(9.5±2.7) 

39 (0) 159 Mild and Severe 

(EAPD) 

Hypersensitivity 

Airblast: VAS 

(WBFPS) 

- CPP-ACFP (MI 

Paste Plus) +sham 

light therapy 

- Placebo mousse 

+PBMT 

- CPP-ACFP + 

PBMT 

 

T0: baseline 

T1: after session 

T2: 7 days 

T3: 14 days 

T4: 4 weeks 

Ballikaya et al. 

(2022)a and  

Erbas et al. 

(2024)b, Turkey  

 

RCT  

(Split-Mouth) 

6-13 

(8.8±1.5) 

 

48 (3) 106 Mild (EAPD) Hypersensitivity 

Airblast: SCASS  

 

Clinical Performance 

of sealants (USPHS) 

- SDF;  

- SDF+ART 

(HVGIC) 

T0: baselinea 

T1: 1 montha 

T2: 6 monthsa 

T3: 12 monthsa 

T4: 18 months b 

T5: 24 months b 

T6: 36 months b 

Bakkal et al. 

(2017), Turkey  

Prospective 

Cohort 

7-12 

(9.9±1.6) 

 

54 (0) 38 Mild and Severe 

(N/R) 

Remineralization: 

Laser Fluorescence 

(LF) 

- 10% CPP-ACP 

- CPP-ACFP (10% 

CPP-ACP + 0.2% 

NaF - 900 ppm) 

T0: baseline 

T1: 30 days 

Bekes et al. 

(2017), Germany 

Non-

Randomized 

Trial 

6-14 

(8.2±1.9) 

19 (3) 56 (12) Mild and Severe 

(EAPD) 

Hypersensitivity 

Airblast: SCASS 

Tactile:  WBFS 

- 8% arginine & 

calcium carbonate 

paste  

T0: baseline 

T1: 1 week  

T2: 2 weeks 

T3: 4 weeks 

T4: 8 weeks 

Biondi et al. 

(2017), Argentina 

Prospective 

Cohort 

6-17 (N/R) 56 (0) 92 Mild and Severe 

(N/R) 

Remineralization: 

Laser Fluorescence 

(LF) 

- 5% NaF varnish 

- 10% CPP-ACP 

crème 

- 5% NaF varnish 

+ tricalcium 

phosphate (TCP) 

T0: baseline 

T1: Day 15 

T2: Day 30 

T3: Day 45 
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Ehlers et al. 

(2021),  Germany 

RCT 6-11 (Group 

A 

8.6±1.5; 

Group B: 

8.4±1.2) 

21 (7) 48 Mild and Severe 

(N/R) 

Hypersensitivity 

Airblast (SCASS) 

Tactile (WBFS) 

 

Oral Hygiene (API) 

Rating of toothpaste 

taste (VAS) 

- 10% 

Hydroxyapatite 

paste 

- Amine Fluoride 

toothpaste (1400 

ppm) 

T0: screening 

T1: baseline 

T2: 28±3 days 

T3: 56±3 days 

Fütterer et al. 

(2019), Germany 

Prospective 

Cohort 

3-15 (8.5 

[N/R]) 

  

78 (0) 218 Mild and Severe 

(EAPD)  

Hypersensitivity 

Airblast (SCASS) 

Tactile (WBFS) 

 

- Fluoride Varnish 

- Fissure sealant 

- Filling 

- Stainless Steel 

Crown (SSC)  

T0:before 

T1: after (varying from 

7 to 488 days) 

Muniz et al. 

(2019), Brazil 

RCT 8-12 

(8.9±2.1) 

66 (6) 214 Mild and Severe 

(EAPD) 

Hypersensitivity 

Airblast (VAS 

Pimenta modified) 

- Laser 

- 5% NaF varnish 

- 5% NaF varnish 

and laser 

T0: baseline 

T1: 1 week  

T2: 2 weeks 

T3: 3 weeks 

T4: 4 weeks 

 

Olgen et al. 

(2022), Turkey 

RCT 6-9 

(7.7±[N/R]) 

 

67 (18) 90 Mild and Severe 

(Weerheijm et 

al.) 

Remineralization: 

Laser Fluorescence 

(LF) 

ICDAS 

 

- 5% NaF Varnish 

- 10% CPP-ACP 

crème  

- CPP-ACFP (10% 

CPP-ACP + 0.2% 

NaF - 900 ppm) 

- Fluoride 

Toothpaste (1450 

ppm) 

T0: baseline 

T1: 3 months 

T2: 6 months 

T3: 9 months 

T4: 12 months 

T5: 15 months 

T6: 18 months 

T7: 21 months 

T8: 24 months 

Özgul et al. 

(2018), Turkey 

RT 7-12 (N/R) 

 

33 (0) 92 Mild (N/R) Hypersensitivity: 

Cold stimuli (VAS) 

- 5% NaF Varnish 

- Ozone + 5% NaF 

Varnish 

-  10% CPP-ACP 

paste 

- Ozone + 10% 

CPP-ACP paste 

- CPP-ACFP 

- Ozone + CPP-

ACFP 

T0: baseline 

T1: 4 weeks 

T2: 12 weeks 
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Pasini et al. 

(2018), Italy 

Prospective 

Randomized 

Trial 

8-13 (N/R) 40 (0) 40 Mild and Severe 

(Weerheijm et 

al., 2003) 

Hypersensitivity: 

Airblast (SCASS) 

Mechanical stimulus 

(VAS) 

- Fluoride 

Toothpaste (1000 

ppm) 

- 10% CPP-ACP 

paste 

T0: baseline 

T1: 4 months 

Restrepo et al. 

(2016). Brazil + 

RT 9-12 

(10.2±1.1) 

 

51 (0) 51 Mild and Severe 

(EAPD) 

Remineralization: 

Quantitative Light 

fluorescence imaging 

(QLF) 

- 4 × applications 

4% NaF varnish  

- Fluoride 

Toothpaste (1450 

ppm) 

T0: baseline 

T1: 4 weeks 

Sezer et al. (2022), 

Turkey 

RCT  

(Cross-over)   

8-12 

(9.2±1.4) 

 

 

22 (0) 162 Mild and Severe 

(Weerheijm et 

al., 2003) 

Remineralization: 

Laser Fluorescence 

(LF) 

 

- CPP-ACFP (MI 

Paste PlusTM) 

- CaGP 

(R.O.C.S.®) 

T0: baseline 

2 weeks lead-in 

T1: 12 weeks 

2 weeks washout 

T2: 12 weeks 

Sezer & Kargul, 

(2022), Turkey 

RCT   8-12 

(9.3±1.4) 

  

53 (0) 401 Mild and Severe 

(Ghanim et al., 

2015) 

Remineralization: 

Laser Fluorescence 

(LF) 

 

- CaGP 

(R.O.C.S.®) 

- CPP-ACFP (MI 

Paste PlusTM) 

 - Fluoride 

Toothpaste (1450 

ppm) 

T0: baseline 

T1: 1 month 

T2: 3 months 

Singh et al. 

(2021). India 

RT  

(Pilot Study) 

8–14 (N/R) 30 (0) 30 Mild and Severe 

(Weerheijm et 

al., 2003) 

Remineralization: 

Laser Fluorescence 

(LF) 

 

-  5% NaF Varnish 

-  10% CPP-ACP 

paste 

T0: baseline 

T1: 15 days 

+ The study was not included in the quantitative analysis due to the different outcome measures (QLF) used from the 

other studies (LF). Legends: a: Ballikaya et al. (2022); ART: atraumatic restorative treatment; b: Erbas et al. (2024) b; 

CaGP: calcium glycerophosphate; CPP-ACP: casein phosphopeptide–amorphous calcium phosphate; CPP-ACFP: 

casein phosphopeptide–amorphous calcium fluoride phosphate; CPP-ACPFV: casein phosphopeptide–amorphous 

calcium phosphate fluoride varnish; DMFT: decayed, missing, and filled teeth; EAPD: European Academy of 

Pediatric Dentistry; HVGIC: high-viscosity glass ionomer cement; ICDAS: International Caries Detection and 

Assessment System; LF: laser fluorescence; MIH: molar–incisor hypomineralization; NaF: sodium fluoride; N/R: not 

reported; PBMT: photobiomodulation therapy; QLF: quantitative light-induced fluorescence; RCT: randomized 

controlled trial; RT: randomized trial; SCASS: Schiff Cold Air Sensitivity Scale; SDF: silver diamine fluoride; 

USPHS: United States Public Health Service; VAS: visual analog scale; WBFS: Wong-Baker Pain Rating Scale. 

8.2.3. Quantitative Synthesis of Results 

Fifteen studies provided sufficient data for the quantitative analysis (41, 88-103). 
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8.2.3.1. Primary Outcome  

• Laser Fluorescence (LF) values (DIAGNOdent) 

CPP-ACP vs. Fluoride-based treatments 

Six studies evaluated remineralization potential using laser fluorescence (LF),  which 

measures fluorescence emitted from enamel on a relative scale (0–99). In the included 

studies, LF values were reported separately according to the lesion severity (mild or 

severe). 

In Figure 8., no statistically significant differences and clinical relevance were observed 

between CPP-ACP and fluoride-based treatments (MD −3.80, 95% CI: −8.57 to 0.98). 

The χ² test (χ² = 2.12, df = 2, p = 0.35) indicated low heterogeneity among studies, but 

the small number of studies limits the power to detect heterogeneity.  

For mild lesions, no statistically significant differences were observed between the groups 

(MD −0.70, 95% CI: −1.45; 0.06, I²  = 0% [CI: 0%, 90%]) (Fig.8.). Severe lesions 

exhibited a mean difference (MD) of −11.07 (95% CI: −25.46; 3.32, I² = 83% [CI: 47%, 

97%]), suggesting a potential clinical effect of CPP-ACP on severe MIH lesions (Fig.8.). 

However, high heterogeneity and wide confidence intervals necessitate cautious 

interpretation of these results. 



46 

 

Figure 8. Forest plot comparing CPP-ACP vs fluoride-based group using the change from 

baseline LF values of MIH mild and severe lesions for remineralization (62). 

Remineralization Strategies for Mild Lesions 

Five studies reported four agents on mild MIH lesions in 435 teeth (Figure 9). Fluoride 

varnish showed the most significant reduction in LF values (mean −2.74, 95% CI: −5.91–

0.43; I²  = 60% [CI: 0%, 89%]) in 37 teeth, but the wider confidence interval results in 

less certainty in the effect size. CPP-ACP agents had a pooled mean reduction of −1.40 

(95% CI: −1.84; −0.97; I²  = 0 [CI: 0%, 71%]) in 190 teeth. CaGP showed a reduction of 

−1.04 in the LF scale in 160 teeth (mean −1.04, 95% CI: −2.34; 0.26; I²  = 0). When 

fluoride toothpaste alone was used, a pooled mean reduction of −0.53 was found for 48 

teeth (mean −0.53, 95% CI: −1.44–0.37; I²  = 0). Overall, pooled effects were not 

clinically relevant, and findings should be interpreted cautiously.  

Remineralization Strategies for Severe Lesions 

Five studies reported four different agents on severe MIH lesions in 434 teeth (Figure 9). 

CaGP showed a reduction of −7.85 in the LF scale for 123 teeth (mean −7.85, 95% CI: 

−13.95–−1.76; I²:57% [CI: 0%, 90%]), whereas fluoride varnish showed the greatest 

mean reduction in LF (mean −9.88, 95% CI: −24.18; 4.43; I²:93% [CI: 60%, 95%]) for 
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45 teeth, however the low number of studies and wide CIs indicate less certainty in effect 

sizes. 

CPP-ACP products showed a reduction of −4.83 (mean −4.83, 95% CI: −7.11; −2.55; I² 

:0% [CI: 0%, 79%]) in 131 teeth. The narrower CI indicates a more precise effect 

estimate. When fluoride toothpaste alone was used, an actual increase of 9.89 on the LF 

scale was found for 54 teeth (mean 9.89, 95% CI: −17.52; 37.31; I²:93% [CI: 77%; 98%]). 

However, the wide confidence intervals should be considered for careful interpretation of 

results. 
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Figure 9. Forest plot presenting mean change from baseline LF values of different agents 

used for the remineralization of MIH mild and severe lesions (62). 
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8.2.3.2. Secondary Outcome  

• Hypersensitivity (visual pain scale) 

Hypersensitivity was measured on different pain scales and then standardized to 0–10 

(104). 

CPP-ACP vs. Fluoride Varnish 

CPP-ACP significantly reduced hypersensitivity compared to fluoride varnish (MD 

−2.36, 95% CI: −3.83;  −0.89), indicating a clinically relevant change. 

Figure 10. Forest plot comparing the CPP-ACP vs. fluoride varnish groups by changes 

in hypersensitivity compared to baseline, measured by the VAS pain scale (0 to 10), for 

MIH lesions (62). 

CPP-ACP and Fluoride Varnish 

Due to the heterogeneity of studies collected, no direct comparison could be made 

between different interventions, and effects were described for each arm. 

Figure 5a shows a polled effect of −3.44 with CPP-ACP treatments (95%CI: −4.39; 

−2.49), indicating a clinically significant reduction in hypersensitivity for patients with 

MIH. CPP-ACP alone reduced hypersensitivity by −3.94 (95% CI: −4.46; −3.35), while 

CPP-ACP combined with ozone achieved a reduction of −3.66 (95% CI: −6.00; −1.32) 

(Fig. 5a). Fluoride varnish treatments found a mean reduction of −2.21 (95% CI: 

−3.49;−0.93; I²:95%; p < 0.01) in 132 patients, and one of the studies had a combination 

of FV with ozone (mean −2.86, 95% CI: −3.87; −1.85) (Figure 5b).  
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Figure 11. a) Forest plot presenting CPP-ACP (subgroups by CPP-ACP type): mean 

change from baseline values for hypersensitivity measured on VAS pain scale (0 to 10). 

b) Forest plot presenting fluoride varnish (subgroups by FV): mean change from baseline 

values for hypersensitivity measured on VAS pain scale (0 to 10) (62). 

Hypersensitivity Management Agents 

Six studies reported different interventions (amine fluoride toothpaste; arginine and 

calcium carbonate paste, hydroxyapatite paste, low-level laser, silver diamine fluoride) 

for hypersensitivity in MIH lesions (Fig.12.); however, since a few studies were included 

for each intervention, the plot is solely for visualization. Among these, low-level laser 

treatment showed the greatest reduction in hypersensitivity across 136 patients (mean 

−3.33, 95% CI: −4.47; −2.20) with narrow CIs. 
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Figure 12.  Forest plot presenting different agents for hypersensitivity: mean change from 

baseline values measured on VAS pain scale (0 to 10) (62).  

8.2.4. Risk of Bias Assessment 

Sixteen studies were assessed for the risk of bias. Four non-randomized studies 

evaluated using the ROBINS-I tool  (Fig.13.a)  were classified as having moderate (n = 

3) or serious (n = 1) risk of bias, primarily due to participant selection and reporting 

biases. Serious bias was present in the selection of reported results only for one study, 

whereas one was moderate, and two were at low risk. All four studies were at moderate 

risk of bias due to the selection of participants and at low risk due to deviations from 

intended interventions. 

Twelve RCTs were assessed with the ROB 2 tool (Fig.13.b). Six studies were at high 

risk, five at moderate risk, and one at low risk of bias. The risk of bias due to deviations 

from the intended intervention domain was serious for five studies, moderate in five, 

and low in two. On the other hand, the risk of bias due to missing outcome data was 

serious in one study and low in eleven. Two domains were not assessed for serious risk 

of bias, including bias in selecting the reported results (seven studies were assessed as 

moderate risk, and five as low risk) and bias from the randomization process (four at 

moderate risk, eight at low risk). 
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Figure 13. a) ROBINS-I tool – risk of bias summary: Bias in each risk of bias item for 

each included study. Risk of bias graph: Percentage of each bias item across included 

studies. b) ROB 2 tool – risk of bias summary: Bias in each risk of bias item for each 

included study. Risk of bias graph: Percentage of each bias item across included studies. 

 



9. DISCUSSION 

9.1. Summary of findings, international comparisons 

9.1.1. Summary of findings 

Our Study I assessed the efficacy of CPP-ACP combined with fluoride (either in CPP-

ACFP form or in separate CPP-ACP plus fluoride products) in ameliorating WSLs 

compared to topical fluoride-only treatments. The findings indicate that LF showed a 

tendency to favor CPP-ACP combined with fluoride over fluoride alone after one month 

of treatment in early carious lesions. However, this difference was not statistically 

significant. No difference was observed between the two groups at three and six months. 

QLF studies demonstrated a statistically significant advantage for fluoride alone in 

fluorescence loss (ΔF%) at three months, but no significant differences were observed at 

one or six months. These differences were minor and did not represent relevant clinical 

benefits. Similarly, QLF-based lesion area measurements (mm²) showed no statistically 

significant differences between the two groups at any time point. Since fluorescence-

based tools provide indirect measures of non-cavitated lesion improvement, these results 

should be interpreted cautiously and do not confirm a clear remineralization benefit of 

CPP-ACP. 

In Study II, we assessed the effectiveness of non-invasive treatments for MIH, focusing 

on fluorescence-based remineralization and reduction in hypersensitivity. While CPP-

ACP showed a modest improvement over fluoride-based treatments in remineralization 

measured by LF and QLF, the difference was not statistically significant, indicating a 

potential clinically relevant advantage in mineral content. In addition to fluoride-based 

systems, CPP-ACP, and calcium glycerophosphate are agents used to remineralize MIH 

lesion structures (29, 105). Topical applications of 10% CPP-ACP, CPP-ACFP, calcium 

glycerophosphate, 5% NaF varnish, and 5% NaF varnish with tricalcium phosphate were 

more effective for severe lesions (91, 93, 97, 101-103, 106). In contrast, minimal 

improvement was observed in mild lesions. Fluoride toothpaste (1450 ppm) alone 

worsened the lesions over time (97, 101). This may relate to the higher mineral needs of 

severely affected enamel, which CPP-ACP, with its calcium and phosphate contents, may 
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better address than fluoride alone. While both CPP-ACP and fluoride show benefits, CPP-

ACP appears more suited for severe lesions. 

9.1.2. Remineralization outcome measures 

Five main diagnostic test systems are used for diagnosing early caries lesions: 

fluorescence, visual or visual-tactile classification systems, radiographic imaging, 

transillumination and optical coherence tomography, and electrical conductance or 

impedance technologies (107-109). A recent systematic review observed similar 

outcomes with wide prediction intervals, indicating uncertainty in diagnostic accuracy for 

each tool (109). To evaluate the effect of CPP-ACP on improving WSLs, our major 

limitation was that studies only used three evaluation systems to measure 

remineralization: Fluorescence-based methods (LF, QLF) and visual change scores. 

In our MIH study, only fluorescence-based tools, such as LF and QLF, were included 

(108, 110, 111). There are other accurate quantitative in vitro methods to measure the 

mineral content of enamel in MIH, such as X-ray microtomography (XMT) (112-114). 

However, despite their quantitative precision, these methods are laboratory-based and are 

not applicable in daily clinical practice.  

Laser Fluorescence 

LF devices, such as DIAGNOdent, measure the fluorescence emitted from carious or 

hypomineralized enamel and relate it to lesion severity. These values should be 

interpreted with caution, as they provide indirect measurements of remineralization, such 

as the presence of bacterial porphyrins in carious lesions (86) or increased protein levels 

for non-carious hypomineralized enamel (115). In addition, factors such as moisture, 

plaque, and surface texture can affect readings (8, 116), and only low levels of bacterial 

metabolites (porphyrins) are present at early carious stages (117). DIAGNOdent has high 

sensitivity and low specificity for the detection of primary caries in permanent teeth (118, 

119). These are indirect outcomes for remineralization, but despite their limitations, they 

are the currently clinically available methods.  

One study has demonstrated a moderately strong correlation between LF scores and the 

mechanical properties of MIH-affected enamel (115). Still, there is a lack of robust 

evidence for the relationship between LF and MIH severity. Accurate measurement of 
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remineralization is challenging, as the reduction in LF or QLF readings observed during 

studies does not always correspond to a noticeable clinical improvement (63). Therefore, 

LF results should still be combined with visual inspection and consideration of the 

symptoms of patients (111, 116). 

Quantified Light-Induced Fluorescence 

QLF (Inspektor Research Systems, Amsterdam, The Netherlands) allows the 

quantification of mineral loss from enamel due to changes in fluorescence intensity (120). 

The Inspektor Pro™ (Inspektor Research Systems, Amsterdam, The Netherlands) system 

has an intra-oral fluorescence camera, illuminating the tooth surface with blue light from 

a xenon arc lamp and capturing green and red fluorescence. While green fluorescence is 

considered to be an indirect measure of enamel porosity and lesion severity, red 

fluorescence is used as an indicator of oral hygiene from matured biofilm (121). The QLF-

D Biluminator™ (Inspektor Research Systems BV, Amsterdam, The Netherlands) uses a 

single-lens reflex camera with blue and white LED lights. The images of healthy tooth 

surfaces have a whitish appearance instead of green, while demineralized areas look 

darker (122). Through both systems, mineral loss in enamel is estimated by calculating 

the percentage fluorescence loss between carious enamel and adjacent healthy enamel, 

expressed as ΔF. This method is suggested as a more specific method than LF for 

detecting early signs of surface caries (123). 

9.1.3. Remineralizing agents- CPP-ACP and Fluoride 

Although CPP-ACP has been demonstrated to have anti-cariogenic activity in vitro and 

in situ (124-128), the results of in vivo experiments are still controversial and do not seem 

to show similar clinical efficacy as would be expected from in vitro data (72, 73, 76, 80). 

There is conflicting evidence on the efficacy of CPP-ACP and fluoride on 

remineralization. While we found that the effect of CPP-ACP was not superior to that of 

fluoride alone in remineralizing early carious lesions, and no difference was found in LF 

values between the groups, despite their relevant action, Ma, Lin (49) demonstrated that 

CPP-ACP was effective in repairing the enamel in vitro. In contrast, in vivo, CPP ACP 

plus fluoride was as effective as fluoride alone. However, the in vitro conditions do not 
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replicate the variable effects of acid exposure, dental plaque, salivary fluid, bicarbonate 

and proteins, and fluoride exposure in vivo. 

Tao, Zhu (129) found mixed results based on LF values; CPP-ACP plus fluoride was 

more effective than fluoride alone on the occlusal surfaces but not on the smooth surfaces 

of teeth. Only three studies were included, pooling together 3–24 week time-points. In 

contrast, we have included more studies at separate follow-up time points, showing the 

effectiveness of CPP-ACP. In QLF data, no difference in effect was observed between 

those groups. Wu, Geng (130) also showed a significant difference benefiting CPP-ACP 

plus fluoride over fluoride alone using LF values by DIAGNOdent. However, in the 

values of DMFS/dmfs index and enamel decalcification index (EDI), they did not find a 

significant improvement by CPP-ACP over fluoride alone. Sharda, Gupta (131) also 

tested other agents besides CPP-ACP using DIAGNOdent. They showed the superiority 

of CPP-ACP plus fluoride over fluoride alone but included only three studies. However, 

when investigating the caries preventive role of CPP-ACP, they found no significant 

difference between CPP-ACP and control, except when they pooled CPP-ACP and xylitol 

treatments together. Under those circumstances, they found a significant effect. However, 

it was not relevant to the assessment of CPP-ACP aloneÍ but rather to the small but 

significant effect of xylitol.  

Limited evidence is available on the effect of CPP-ACP on MIH. In contrast, in situ 

studies have indicated increased mineral content and physical strength after the topical 

application of CPP-ACP in MIH-affected enamel (132) and demonstrated that CPP-ACP 

could accelerate and enhance the maturation of enamel structure in MIH (133). Kumar, 

Goyal (134) showed a reduction in the carbon content of hypomineralized enamel slabs 

and a consequent increase in Ca, P, and F after applying CPP-ACP and fluoride varnish. 

Despite the limited evidence on fluoride use for remineralization in MIH (93, 105, 134), 

topical FV is recommended to prevent caries in patients with MIH, along with regular 

dental checkups every 3-to-6 months and a healthy diet with controlled sugar intake (135, 

136). In contrast, a longitudinal study demonstrated an increased risk of dental caries and 

susceptibility to enamel breakdown in molars affected by MIH, regardless of fluoride 

varnish application (137). In our study, the progression of lesions in teeth severely 

affected by MIH that used only fluoride toothpaste coincided with the increased 
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susceptibility to caries in severe MIH shown by previous studies—as severity increases, 

hypersensitivity occurs, and oral hygiene deteriorates (28, 138). Conflicting evidence on 

the efficacy of CPP-ACP and fluoride may arise from variations in study designs, sample 

characteristics, and even the severity of MIH lesions. Differences in formulations and 

application methods could also contribute, highlighting the need for standardized 

protocols. 

9.1.4. Hypersensitivity Management  

The evaluation of hypersensitivity in children is clinically challenging due to the 

subjective nature of their pain perception (25), which may be influenced by emotional, 

psychological, and environmental factors (28). Tactile, cold, and evaporative air stimuli 

are commonly used and recommended for the induction of dentinal pain, as they are 

physiological and reproducible (139). The Schiff Cold Air Sensitivity Scale (SCASS) is 

widely used to measure DH (140). Face scales, such as the Wong-Baker FACES Pain 

Rating Scale (WBFPRS), are visual tools for measuring pain intensity, particularly in 

children. These scales display facial expressions, ranging from no pain (neutral 

expression) to severe pain (distressed expression), and patients select the face that best 

reflects their pain (141, 142). In the present study, we used face scales (89, 92, 94-96, 98, 

99) in addition to the SCASS. Although visual analog, numerical, verbal, and face pain 

scales and the SCASS are all accurate and recommended for assessing dentinal 

hypersensitivity, the SCASS demonstrated the highest sensitivity and specificity and 

should be considered the preferred scale (143). In addition, the SCASS has been 

effectively used in pediatric populations (26, 27). Compared to fluoride varnish, we have 

found that hypersensitivity is significantly reduced when using CPP-ACP products. 

Separate analyses of their mean effects showed this trend across various CPP-ACP 

combinations, with a more significant mean reduction than fluoride varnish. 

MIH enamel is characterized by a hardened surface layer that forms over intact and 

degraded lesions, which may limit the deeper mineralization of apparently intact lesions 

(21). This may explain the seemingly more relevant effect of CPP-ACP on 

hypersensitivity than on remineralization, as released calcium and phosphate ions can 

precipitate into the open dentinal tubules and form a protective superficial layer of 

calcium phosphate that prevents external stimuli from reaching the nerves but not from 
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penetrating a deeper level for proper remineralization of the body of the lesion. Moreover, 

as previously discussed, fluorescence-based tools are indirect methods for monitoring 

remineralization, and studies have reported conflicting results on the effectiveness of laser 

fluorescence (LF) as a valuable method for detecting remineralization (144-147). Minor 

mineral changes may not be accurately detected by LF devices (145, 146, 148), and 

research suggests that these devices are less effective in assessing outer and inner enamel, 

showing a stronger correlation with lesion depth than with mineral loss (149). Therefore, 

these findings should be interpreted with caution. 

Promising New Agents 

Different agents are clinically used for remineralizing WSLs, such as bioactive glass 

(BAG) and self-assembling peptides. Salah, Afifi (150) investigated the efficacy of two 

BAG types compared to CPP-ACP, combining in-office and home applications for 1 

month. Lesions in the Bio-BAG group reduced 65% in size at 6 months, while both N-

BAG and CPP-ACP decreased WSLs by approximately 32%. Another RCT (151) 

compared the effect of fluoride varnish with tricalcium phosphate and self-assembling 

peptide. It showed a significant increase in remineralization of post-orthodontic WSLs in 

both groups in one-to-six-month time intervals, exhibiting better remineralizing capacity 

of self-assembling peptides compared to the effect of fluoride varnish. However, further 

well-controlled clinical trials are necessary to support the effectiveness of these promising 

materials in this respect. 

Other materials, such as amine fluoride toothpaste, arginine and calcium carbonate paste, 

hydroxyapatite paste, low-level laser treatment, and silver diamine fluoride, have been 

initially explored for MIH. All of them exhibited a moderate effect on hypersensitivity, 

with low-level laser treatment showing the best results, followed by SDF, but only two 

studies could be included (41, 88). Previous studies have suggested that low-level laser 

therapy (LLLT) may help alleviate dentinal hypersensitivity (DH), although its 

effectiveness is debated (152-154), with some results potentially influenced by placebo 

effects (155). A recent review also found that silver diamine fluoride (SDF) at a 

concentration of 38% may reduce DH, but its long-term effects remain uninvestigated 

(156, 157). Furthermore, a recent in vitro study (158) observed an enhanced 

remineralization effect in artificial carious lesions when CaGP was combined with 
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conventional fluoride toothpaste. Similarly, an in situ study by Emerenciano, Delbem 

(159) reported that the incorporation of nano-sized β-CaGP into toothpaste significantly 

increased the bioavailability of calcium and phosphate, resulting in a higher 

remineralization effect compared to fluoride toothpaste (1100 ppm) alone. Despite 

promising results, further research on these agents is needed before recommending them. 

9.2. Strengths 

Both systematic reviews and meta-analyses adhered to a strict methodology according to 

the PRISMA guidelines. Study I was the most comprehensive and updated meta-analysis 

to examine the clinical efficacy of CPP-ACP versus fluoride alone on remineralization of 

WSLs. A previous meta-analysis (49) included primarily in vitro data, and only two 

clinical trials were considered. We could include multiple RCTs, which had not been 

considered in the previous meta-analyses. In contrast to other previous meta-analyses 

(129, 131), we performed statistical analyses at multiple time points (one, three, and 6 

months) to estimate the effects over time.  

Study II was the first complex quantitative analysis of available MIH strategies to manage 

remineralization and hypersensitivity. Only validated MIH diagnostic criteria (EAPD, 

Weerheijm, and Ghanim) were included, and many patients were included, particularly 

in hypersensitivity assessments. Conducting subgroup analyses according to MIH lesion 

severity could offer valuable insights for clinicians. 

9.3. Limitations  

Both Study I and Study II had several limitations. First, the low number of studies 

included in the pair-wise meta-analysis limits the interpretation of our findings. Standard 

random effects meta-analysis methods perform poorly when applied to a few studies only 

(160). Furthermore, due to the heterogeneity of control groups investigated, study II also 

used a single-arm meta-analysis to provide an overall estimate of treatment effect, which 

impacts the interpretation of the results. Promising interventions for MIH 

hypersensitivity, such as low-level laser, were underrepresented, limiting definitive 

conclusions on their efficacy, which affected the robustness of the recommendations. 

Furthermore, the available data might have insufficient power to estimate the between-

study heterogeneity accurately (161). 
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In our first study, only RCTs were included - excluding observational studies; however, 

this may have introduced a potential inclusion bias. In contrast, Study II included both 

interventional and observational study designs, which, while providing a broader 

perspective, the limitations of observational studies, such as inadequate control for 

confounders, selection bias, and methodological variability in study conduct, may have 

introduced biases to the analysis. 

Another limitation is the age heterogeneity between studies, especially in Study I. Besides 

the different physical properties of enamel and saliva pH between primary and permanent 

dentitions (162, 163), no clinical differences in the effect of CPP-ACP and fluoride on 

remineralization have been reported. Additionally, compliance with the treatment 

schedule, the quality of self-application, and self-reporting of pain may be affected by the 

patient's age. There was high heterogeneity in the treatments used; concentration, 

formulation, and application regimen also varied. Despite the protocol instructions, 

studies reported a lack of patient compliance and failed to follow-up product use at recall 

visits.  The short follow-up period analyzed – 6 months maximum– prevented 

conclusions on interventions' long-term efficacy and durability. Furthermore, some 

subgrouping analyses based on MIH lesion severity/opacity color could not be performed 

for hypersensitivity. 

However, the main limitation of the present work is the use of surrogate outcomes. We 

must acknowledge that fluorescence-based outcomes for remineralization, used by the 

included studies, are indirect measures that cannot show the microstructural features of 

teeth and the dynamic changes during the early stages of lesions. Therefore, the results 

should be interpreted with great caution. For hypersensitivity, different scales and 

measurement methods may have also affected the comparability of the results.  

Finally, the high risk of bias reported in some studies and overall low certainty of the 

evidence further affects the confidence in the pooled results and limits the generalizability 

of these findings. 
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10. CONCLUSIONS 

10.1. Study I 

The combination of CPP-ACP and fluoride is not significantly superior to fluoride alone 

in improving WSLs when assessed through laser fluorescence and visual area change. 

Additionally, topical fluoride could arrest or reverse the progression of early carious 

lesions, suggesting its effectiveness on WSLs. However, the certainty of evidence 

supporting these findings is very low. These results highlight the need for further high-

quality studies and the development of more effective treatments than CPP-ACP in 

complementing fluoride and achieving substantial improvements in WSLs. 

10.2. Study II 

Although CPP-ACP did not demonstrate a significantly superior effect than fluoride in 

remineralizing MIH lesions through fluorescence-based methods, it is more effective than 

fluoride in reducing hypersensitivity. Other agents such as SDF, CaGP, and low-level 

laser demonstrated mild-to-moderate effects on remineralization and hypersensitivity, 

though the evidence remains inconclusive. These results are limited by heterogeneity, 

wide variability in treatment protocols, and short-term analysis. High-quality RCTs with 

longer follow-ups on the effectiveness of combination treatments and lesion severity are 

needed to strengthen the evidence and establish more precise clinical guidelines for 

managing MIH. 
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11. IMPLEMENTATIONS FOR PRACTICE 

Scientific results must be translated rapidly into clinical practice (164, 165). Therefore, 

our results indicate the limited benefit of combining CPP-ACP with fluoride over fluoride 

alone for remineralization in early carious lesions, reaffirming that daily fluoridated 

toothpaste remains a robust approach for early-stage caries management.  

While several agents (fluoride varnish, CPP-ACP, CaGP, fluoride toothpaste) were 

tested, only CPP-ACP showed consistent effects, though the clinical significance remains 

limited. Therefore, CPP-ACP could be integrated into management plans alongside 

symptom management approaches, but further studies are needed to confirm long-term 

effectiveness and clinical relevance. Alternative agents, such as fluoride varnish and 

CaGP, could be considered adjunctive options, but their variable effects and uncertainties 

require careful clinical judgment.  

CPP-ACP proved the most effective in managing hypersensitivity associated with MIH, 

especially for moderate to severe cases, and should be prioritized in treatment protocols. 

Low-level laser therapy (LLLT) emerges as a promising adjunctive option for addressing 

hypersensitivity.  
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12. IMPLEMENTATIONS FOR RESEARCH 

Future studies should include large-sample sizes with more extended follow-up periods 

and consistent methodologies to further comprehend the clinical efficacy of CPP-ACP in 

remineralizing early carious lesions. These studies should also focus on accurate 

outcomes, such as dentine caries. Besides this, substantially more effective products 

should be developed to achieve robust beneficial additional effects over fluoride. 

Due to the limited and homogenous available data, transparent and standardized 

guidelines for managing remineralization and hypersensitivity MIH are not yet possible. 

Therefore, further robust randomized controlled trials should be performed for each agent 

with consistent control groups and standardized protocols to increase the certainty of the 

evidence. Studies need more uniform and longer follow-up times to better assess the long-

term impact of non-invasive treatments. SCASS should be used for adequate dentin 

hypersensitivity assessment, and a description of lesion characteristics (dental group – 

incisors/molars, opacity color/severity) would allow for a more detailed comparison 

between interventions. Future studies should further explore novel therapies, such as low-

level laser treatment and SDF, which were underrepresented in our study. The moderate 

quality of existing evidence calls for well-designed research to establish evidence-based 

clinical protocols to manage MIH effectively.



13. IMPLEMENTATIONS FOR POLICYMAKERS 

Policymakers should continue promoting fluoride use at an appropriate concentration and 

dose for the prevention and treatment of caries, as fluoride alone has demonstrated 

effectiveness in arresting or reversing early carious lesions despite the low certainty of 

evidence. Resources should focus on ensuring universal access to fluoridated toothpaste 

and community water fluoridation to support early-stage caries management, besides 

investments in oral hygiene education, especially for high-risk populations. The findings 

also suggest that the inclusion of CPP-ACP in clinical guidelines for remineralization 

may not be justified due to its limited additional benefit over fluoride alone. However, its 

effectiveness in reducing hypersensitivity in MIH cases justifies its integration into 

specific treatment protocols for managing moderate to severe symptoms. 

Efforts should also address the development of novel and more effective remineralization 

agents that can complement fluoride and provide substantial clinical improvements. 

Investment in high-quality, standardized research is critical to reducing the variability in 

treatment protocols and outcomes observed in current evidence. Policymakers must 

enable large-scale, long-term, randomized controlled trials to establish reliable, evidence-

based guidelines. Other promising therapies for MIH hypersensitivity, such as low-level 

laser treatment and SDF, require further exploration and potential integration into public 

health frameworks. Expanding access to these therapies can help reduce the psychosocial 

burden associated with MIH while controlling costs and improving quality of life. 
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14. FUTURE PERSPECTIVES 

Building on our current findings, we plan to advance research in managing early caries 

lesions and molar-incisor hypomineralization within our research group and contribute to 

developing novel biomimetic and diagnostic technologies that improve the clinical 

outcomes of remineralization strategies and facilitate their integration into routine dental 

care.   

We intend to explore innovative approaches to remineralization that complement and 

enhance the action of fluoride, as well as in vivo diagnostic tools capable of real-time 

monitoring of demineralization and remineralization processes. We plan to conduct well-

designed clinical studies and other evidence-based methodologies to address these 

priorities. 

Therefore, we expect to contribute to establishing robust, standardized clinical protocols 

for managing early caries lesions and MIH and further significant advancements in the 

field while improving clinical outcomes and patient quality of life.    



66 

 

15. REFERENCES 

1. James SL, Abate D, Abate KH, Abay SM, Abbafati C, Abbasi N, et al. Global, 

regional, and national incidence, prevalence, and years lived with disability for 354 

diseases and injuries for 195 countries and territories, 1990–2017: a systematic analysis 

for the Global Burden of Disease Study 2017. The Lancet. 2018;392(10159):1789-858. 

2. Schwendicke F, Elhennawy K, Reda S, Bekes K, Manton DJ, Krois J. Global 

burden of molar incisor hypomineralization. J Dent. 2018;68:10-8. 

3. Featherstone JDB, Chaffee BW. The Evidence for Caries Management by Risk 

Assessment (CAMBRA®). Adv Dent Res. 2018;29(1):9-14. 

4. Philip N. State of the Art Enamel Remineralization Systems: The Next Frontier 

in Caries Management. Caries Research. 2019;53(3):284-95. 

5. Kassebaum NJ, Bernabé E, Dahiya M, Bhandari B, Murray CJL, Marcenes W. 

Global Burden of Untreated Caries. Journal of Dental Research. 2015;94(5):650-8. 

6. Gomez J. Detection and diagnosis of the early caries lesion. BMC Oral Health. 

2015;15(S1). 

7. Cheng L, Zhang L, Yue L, Ling J, Fan M, Yang D, et al. Expert consensus on 

dental caries management. International Journal of Oral Science. 2022;14(1). 

8. Pitts NB, Zero DT, Marsh PD, Ekstrand K, Weintraub JA, Ramos-Gomez F, et al. 

Dental caries. Nat Rev Dis Primers. 2017;3:17030. 

9. Featherstone JD. Dental caries: a dynamic disease process. Aust Dent J. 

2008;53(3):286-91. 

10. Paula AB, Fernandes AR, Coelho AS, Marto CM, Ferreira MM, Caramelo F, et 

al. Therapies for White Spot Lesions-A Systematic Review. J Evid Based Dent Pract. 

2017;17(1):23-38. 

11. Lopes PC, Carvalho T, Gomes A, Veiga N, Blanco L, Correia MJ, et al. White 

spot lesions: diagnosis and treatment - a systematic review. BMC Oral Health. 

2024;24(1):58. 

12. Weerheijm KL, Jalevik B, Alaluusua S. Molar-Incisor Hypomineralization. 

Caries Res. 2001;35:390-1. 

13. Zhao D, Dong B, Yu D, Ren Q, Sun Y. The prevalence of molar incisor 

hypomineralization: evidence from 70 studies. Int J Paediatr Dent. 2018;28(2):170-9. 

14. Ghanim A, Silva MJ, Elfrink MEC, Lygidakis NA, Marino RJ, Weerheijm KL, et 

al. Molar incisor hypomineralisation (MIH) training manual for clinical field surveys and 

practice. Eur Arch Paediatr Dent. 2017;18(4):225-42. 

15. Lopes LB, Machado V, Mascarenhas P, Mendes JJ, Botelho J. The prevalence of 

molar-incisor hypomineralization: a systematic review and meta-analysis. Sci Rep. 

2021;11(1):22405. 

16. Ghanim A, Elfrink M, Weerheijm K, Mariño R, Manton D. A practical method 

for use in epidemiological studies on enamel hypomineralisation. Eur Arch Paediatr Dent. 

2015;16(3):235-46. 



67 

 

17. Weerheijm KL. Molar Incisor Hypomineralization (MIH): Clinical Presentation, 

Aetiology and Management. Dental Update. 2004;31:9-12. 

18. Elhennawy K, Manton DJ, Crombie F, Zaslansky P, Radlanski RJ, Jost-

Brinkmann PG, et al. Structural, mechanical and chemical evaluation of molar-incisor 

hypomineralization-affected enamel: A systematic review. Arch Oral Biol. 2017;83:272-

81. 

19. Almuallem Z, Busuttil-Naudi A. Molar incisor hypomineralisation (MIH) - an 

overview. Br Dent J. 2018:601-9. 

20. Elhennawy K, Schwendicke F. Managing molar-incisor hypomineralization: A 

systematic review. J Dent. 2016;55:16-24. 

21. Crombie FA, Manton DJ, Palamara JE, Zalizniak I, Cochrane NJ, Reynolds EC. 

Characterisation of developmentally hypomineralised human enamel. J Dent. 

2013;41(7):611-8. 

22. Jorge RC, Dos Papoula GorniReis P, Maranon-Vasquez GA, Masterson D, Cople 

Maia L, Mendes Soviero V. Are yellow-brownish opacities in hypomineralized teeth 

more prone to breakage than white-creamy ones? A systematic review. Clin Oral Investig. 

2022;26(9):5795-808. 

23. Gevert MV, Wambier LM, Ito LY, Feltrin de Souza J, Chibinski ACR. Which are 

the clinical consequences of Molar Incisor hypomineralization (MIH) in children and 

adolescents? Systematic review and meta-analysis. Clin Oral Investig. 2024;28(7):415. 

24. Hubbard MJ. Molar hypomineralization: What is the US experience? J Am Dent 

Assoc. 2018;149(5):329-30. 

25. Santos PS, Vitali FC, Fonseca-Souza G, Maia LC, Cardoso M, Feltrin-Souza J, et 

al. Dentin hypersensitivity and toothache among patients diagnosed with Molar-Incisor 

Hypomineralization: A systematic review and meta-analysis. J Dent. 2024;145:104981. 

26. Raposo F, de Carvalho Rodrigues AC, Lia EN, Leal SC. Prevalence of 

Hypersensitivity in Teeth Affected by Molar-Incisor Hypomineralization (MIH). Caries 

Res. 2019;53(4):424-30. 

27. de Castro CRN, Lima CCB, Costa LC, Silva RNC, Pascotto RC, de Moura MS, 

et al. Hypomineralized Teeth Have a Higher Frequency of Dental Hypersensitivity. 

Pediatr Dent. 2021;43(3):218-22. 

28. Ebel M, Bekes K, Klode C, Hirsch C. The severity and degree of 

hypomineralisation in teeth and its influence on oral hygiene and caries prevalence in 

children. Int J Paediatr Dent. 2018;28(6):648-57. 

29. Somani C, Taylor GD, Garot E, Rouas P, Lygidakis NA, Wong FSL. An update 

of treatment modalities in children and adolescents with teeth affected by molar incisor 

hypomineralisation (MIH): a systematic review. Eur Arch Paediatr Dent. 2022;23(1):39-

64. 

30. Alzahrani AY, Alamoudi NMH, El Meligy O. Contemporary Understanding of 

the Etiology and Management of Molar Incisor Hypomineralization: A Literature 

Review. Dent J (Basel). 2023;11(7). 



68 

 

31. Reis PPG, Jorge RC, Ferreira D, Maranon-Vasquez GA, Maia LC, Soviero VM. 

Do patients with molar incisor hypomineralization have more dental anxiety and behavior 

management problems? A systematic review with meta-analysis. Braz Oral Res. 

2023;37:e069. 

32. Rodríguez Ó A, Laverde M, Rojas-Gualdrón DF, Cárdenas JM, Mejía JD, de 

Farias AL, et al. The level of dental fear and anxiety is higher in children with both severe 

Molar-Incisor Hypomineralisation and active dental caries lesions compared to children 

without these conditions. Eur Arch Paediatr Dent. 2024;25:655-62. 

33. Shields S, Chen T, Crombie F, Manton DJ, Silva M. The Impact of Molar Incisor 

Hypomineralisation on Children and Adolescents: A Narrative Review. Healthcare 

(Basel). 2024;12(3). 

34. Hicks J, Garcia-Godoy F, Flaitz C. Biological factors in dental caries: role of 

saliva and dental plaque in the dynamic process of demineralization and remineralization 

(part 1). J Clin Pediatr Dent. 2003;28(1):47-52. 

35. Featherstone JD. Prevention and reversal of dental caries: role of low level 

fluoride. Community Dent Oral Epidemiol. 1999;27(1):31-40. 

36. ten Cate JM. Current concepts on the theories of the mechanism of action of 

fluoride. Acta Odontol Scand. 1999;57(6):325-9. 

37. Hicks J, Garcia-Godoy F, Flaitz C. Biological factors in dental caries enamel 

structure and the caries process in the dynamic process of demineralization and 

remineralization (part 2). J Clin Pediatr Dent. 2004;28(2):119-24. 

38. Amaechi BT, van Loveren C. Fluorides and non-fluoride remineralization 

systems. Monogr Oral Sci. 2013;23:15-26. 

39. Featherstone JD. Remineralization, the natural caries repair process--the need for 

new approaches. Adv Dent Res. 2009;21(1):4-7. 

40. Inchingolo AM, Inchingolo AD, Viapiano F, Ciocia AM, Ferrara I, Netti A, et al. 

Treatment Approaches to Molar Incisor Hypomineralization: A Systematic Review. J 

Clin Med. 2023;12(22). 

41. Erbas Unverdi G, Ballikaya E, Cehreli ZC. Clinical comparison of silver diamine 

fluoride (SDF) or silver-modified atraumatic restorative technique (SMART) on 

hypomineralised permanent molars with initial carious lesions: 3-year results of a 

prospective, randomised trial. J Dent. 2024;147:105098. 

42. Ismail AI, Tellez M, Pitts NB, Ekstrand KR, Ricketts D, Longbottom C, et al. 

Caries management pathways preserve dental tissues and promote oral health. 

Community Dent Oral Epidemiol. 2013;41(1):e12-40. 

43. Shen P, Walker GD, Yuan Y, Reynolds C, Stanton DP, Fernando JR, et al. 

Importance of bioavailable calcium in fluoride dentifrices for enamel remineralization. J 

Dent. 2018;78:59-64. 

44. Reynolds EC, Cai F, Cochrane NJ, Shen P, Walker GD, Morgan MV, et al. 

Fluoride and casein phosphopeptide-amorphous calcium phosphate. J Dent Res. 

2008;87(4):344-8. 



69 

 

45. Abou Neel EA, Aljabo A, Strange A, Ibrahim S, Coathup M, Young AM, et al. 

Demineralization-remineralization dynamics in teeth and bone. Int J Nanomedicine. 

2016;11:4743-63. 

46. Alhamed M, Almalki F, Alselami A, Alotaibi T, Elkwatehy W. Effect of different 

remineralizing agents on the initial carious lesions - A comparative study. Saudi Dent J. 

2020;32(8):390-5. 

47. Mekky AI, Dowidar KML, Talaat DM. Casein phosphopeptide amorphous 

calcium phosphate fluoride varnish in remineralization of early carious lesions in primary 

dentition: Randomized clinical trial.2021;43(1):17-23. Pediatric Dent 2021;43:17-23. 

48. Cochrane NJ, Zero DT, Reynolds EC. Remineralization models. Adv Dent Res. 

2012;24(2):129-32. 

49. Ma X, Lin X, Zhong T, Xie F. Evaluation of the efficacy of casein 

phosphopeptide-amorphous calcium phosphate on remineralization of white spot lesions 

in vitro and clinical research: a systematic review and meta-analysis. BMC Oral Health. 

2019;19(1):295. 

50. Alagha E, Samy AM. Effect of Different Remineralizing Agents on White Spot 

Lesions. Open Access Macedonian Journal of Medical Sciences. 2021;9(D):14-8. 

51. Sbaraini A, Adams GG, Reynolds EC. Experiences of oral health: before, during 

and after becoming a regular user of GC Tooth Mousse Plus(®). BMC Oral Health. 

2021;21(1):14. 

52. Reynolds EC. The prevention of sub-surface demineralization of bovine enamel 

and change in plaque composition by casein in an intra-oral model. J Dent Res. 

1987;66(6):1120-7. 

53. Ekambaram M, Mohd Said SNB, Yiu CKY. A Review of Enamel 

Remineralisation Potential of Calcium- and Phosphate-based Remineralisation Systems. 

Oral Health Prev Dent. 2017;15(5):415-20. 

54. Imani M, Safaei M, Afnaniesfandabad A, Moradpoor H, Sadeghi M, Golshah A, 

et al. Efficacy of CPP-ACP and CPP-ACPF for Prevention and Remineralization of White 

Spot Lesions in Orthodontic Patients: a Systematic Review of Randomized Controlled 

Clinical Trials. Acta Informatica Medica. 2019;27(3):199. 

55. Varma V, Hegde KS, Bhat SS, Sargod SS, Rao HA. Comparative Evaluation of 

Remineralization Potential of Two Varnishes Containing CPP-ACP and Tricalcium 

Phosphate: An In Vitro Study. Int J Clin Pediatr Dent. 2019;12(3):233-6. 

56. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et 

al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. 

BMJ. 2021;372:n71. 

57. Cavalcante BGN, Schulze Wenning A, Szabó B, László Márk C, Hegyi P, 

Borbély J, et al. Combined Casein Phosphopeptide-Amorphous Calcium Phosphate and 

Fluoride Is Not Superior to Fluoride Alone in Early Carious Lesions: A Meta-Analysis. 

Caries Res. 2024;58(1):1-16. 

58. McHugh ML. Interrater reliability: the kappa statistic. Biochem Med (Zagreb). 

2012;22(3):276-82. 



70 

 

59. Sterne JAC, Savovic J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. RoB 

2: a revised tool for assessing risk of bias in randomised trials. BMJ. 2019;366:l4898. 

60. Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. 

GRADE: an emerging consensus on rating quality of evidence and strength of 

recommendations. BMJ. 2008;336(7650):924-6. 

61. Schünemann H, Brożek J, Guyatt G, Oxman A. GRADE handbook for grading 

quality of evidence and strength of recommendations. 2013 Updated October 2013. 

62. Cavalcante BGN, Mlinkó E, Szabó B, Teutsch B, Hegyi P, Vág J, et al. Non-

Invasive Strategies for Remineralization and Hypersensitivity Management in Molar–

Incisor Hypomineralization—A Systematic Review and Meta-Analysis. Journal of 

Clinical Medicine. 2024;13(23):7154. 

63. Lygidakis NA, Garot E, Somani C, Taylor GD, Rouas P, Wong FSL. Best clinical 

practice guidance for clinicians dealing with children presenting with molar-incisor-

hypomineralisation (MIH): an updated European Academy of Paediatric Dentistry policy 

document. Eur Arch Paediatr Dent. 2022;23(1):3-21. 

64. Weerheijm KL, Duggal M, Mejare I, Papagiannoulis L, Koch G, Martens LC, et 

al. Judgement criteria for Molar Incisor Hypomineralisation (MIH) in epidemiologic 

studies: A summary of the European meeting on MIH held in Athens, 2003. European 

Journal of Paediatric Dentistry. 2003;4:110-3. 

65. Sterne JA, Hernan MA, Reeves BC, Savovic J, Berkman ND, Viswanathan M, et 

al. ROBINS-I: a tool for assessing risk of bias in non-randomised studies of interventions. 

BMJ. 2016;355:i4919. 

66. Mathias Harrer PC, Toshi Furukawa, David Ebert. Doing Meta-Analysis with R: 

A Hands-On Guide. 1st ed. New York: Chapman and Hall/CRC; 2021. 500 p. 

67. Veroniki AA, Jackson D, Viechtbauer W, Bender R, Bowden J, Knapp G, et al. 

Methods to estimate the between-study variance and its uncertainty in meta-analysis. Res 

Synth Methods. 2016;7(1):55-79. 

68. Knapp G, Hartung J. Improved tests for a random effects meta-regression with a 

single covariate. Stat Med. 2003;22(17):2693-710. 

69. IntHout J, Ioannidis JP, Borm GF. The Hartung-Knapp-Sidik-Jonkman method 

for random effects meta-analysis is straightforward and considerably outperforms the 

standard DerSimonian-Laird method. BMC Med Res Methodol. 2014;14:25. 

70. Borenstein M, Hedges LV, Higgins JPT, Hannah R. Introduction to Meta-

Analysis. 11 March 2009 ed. Chichester, UK: John Wiley & Sons, Ltd.; 2009. 

71. Sterne JA, Sutton AJ, Ioannidis JP, Terrin N, Jones DR, Lau J, et al. 

Recommendations for examining and interpreting funnel plot asymmetry in meta-

analyses of randomised controlled trials. Bmj. 2011;343:d4002. 

72. Beerens MW, van der Veen MH, van Beek H, ten Cate JM. Effects of casein 

phosphopeptide amorphous calcium fluoride phosphate paste on white spot lesions and 

dental plaque after orthodontic treatment: a 3-month follow-up. Eur J Oral Sci. 

2010;118(6):610-7. 



71 

 

73. Brochner A, Christensen C, Kristensen B, Tranaeus S, Karlsson L, Sonnesen L, 

et al. Treatment of post-orthodontic white spot lesions with casein phosphopeptide-

stabilised amorphous calcium phosphate. Clin Oral Investig. 2011;15(3):369-73. 

74. Llena C, Leyda AM, Forner L. CPP-ACP and CPP-ACFP versus fluoride varnish 

in remineralisation of early caries lesions. A prospective study. Eur J Paediatr Dent. 

2015;16(3):181-6. 

75. Memarpour M, Fakhraei E, Dadaein S, Vossoughi M. Efficacy of fluoride varnish 

and casein phosphopeptide-amorphous calcium phosphate for remineralization of 

primary teeth: a randomized clinical trial. Med Princ Pract. 2015;24(3):231-7. 

76. Sitthisettapong T, Doi T, Nishida Y, Kambara M, Phantumvanit P. Effect of CPP-

ACP Paste on Enamel Carious Lesion of Primary Upper Anterior Teeth Assessed by 

Quantitative Light-Induced Fluorescence: A One-Year Clinical Trial. Caries Res. 

2015;49(4):434-41. 

77. Guclu ZA, Alacam A, Coleman NJ. A 12-Week Assessment of the Treatment of 

White Spot Lesions with CPP-ACP Paste and/or Fluoride Varnish. Biomed Res Int. 

2016;2016:8357621. 

78. Singh S, Singh SP, Goyal A, Utreja AK, Jena AK. Effects of various 

remineralizing agents on the outcome of post-orthodontic white spot lesions (WSLs): a 

clinical trial. Prog Orthod. 2016;17(1):25. 

79. Yazicioglu O, Yaman BC, Guler A, Koray F. Quantitative evaluation of the 

enamel caries which were treated with casein phosphopeptide-amorphous calcium 

fluoride phosphate. Niger J Clin Pract. 2017;20(6):686-92. 

80. Beerens MW, Ten Cate JM, Buijs MJ, van der Veen MH. Long-term 

remineralizing effect of MI Paste Plus on regression of early caries after orthodontic fixed 

appliance treatment: a 12-month follow-up randomized controlled trial. Eur J Orthod. 

2018;40(5):457-64. 

81. Mendes AC, Restrepo M, Bussaneli D, Zuanon AC. Use of Casein Amorphous 

Calcium Phosphate (CPP-ACP) on White-spot Lesions: Randomised Clinical Trial. Oral 

Health Prev Dent. 2018;16(1):27-31. 

82. Heravi F, Ahrari F, Tanbakuchi B. Effectiveness of MI Paste Plus and Remin Pro 

on remineralization and color improvement of postorthodontic white spot lesions. Dent 

Res J (Isfahan). 2018;15(2):95-103. 

83. Al-Batayneh OB, Bani Hmood EI, Al-Khateeb SN. Assessment of the effects of 

a fluoride dentifrice and GC Tooth Mousse on early caries lesions in primary anterior 

teeth using quantitative light-induced fluorescence: a randomised clinical trial. Eur Arch 

Paediatr Dent. 2020;21(1):85-93. 

84. Radha S, Kayalvizhi G, Adimoulame S, Prathima GS, Muthusamy K, Ezhumalai 

G, et al. Comparative Evaluation of the Remineralizing Efficacy of Fluoride Varnish and 

its Combination Varnishes on White Spot Lesions in Children with ECC: A Randomized 

Clinical Trial. Int J Clin Pediatr Dent. 2020;13(4):311-7. 

85. Esparza-Villalpando V, Fernandez-Hernandez E, Rosales-Berber M, Torre-

Delgadillo G, Garrocho-Rangel A, Pozos-Guillén A. Clinical Efficacy of Two Topical 



72 

 

Agents for the Remineralization of Enamel White Spot Lesions in Primary Teeth. Pediatr 

Dent. 2021;43(2):95-101. 

86. Lussi A, Hibst R, Paulus R. DIAGNOdent: an optical method for caries detection. 

J Dent Res. 2004;83 Spec No C:C80-3. 

87. Lussi A, Megert B, Longbottom C, Reich E, Francescut P. Clinical performance 

of a laser fluorescence device for detection of occlusal caries lesions. Eur J Oral Sci. 

2001;109(1):14-9. 

88. Al-Nerabieah Z, AlKhouli M, Dashash M. Preventive efficacy of 38% silver 

diamine fluoride and CPP-ACP fluoride varnish on molars affected by molar incisor 

hypomineralization in children: A randomized controlled trial. F1000Res. 2023;12:1052. 

89. Bardellini E, Amadori F, Rosselli L, Garo ML, Majorana A, Conti G. Molar 

Incisor Hypomineralization: Optimizing Treatment Protocols for Hypersensitivity: A 

Randomized Clinical Trial. Dent J (Basel). 2024;12(6):1-14. 

90. Ballikaya E, Unverdi GE, Cehreli ZC. Management of initial carious lesions of 

hypomineralized molars (MIH) with silver diamine fluoride or silver-modified atraumatic 

restorative treatment (SMART): 1-year results of a prospective, randomized clinical trial. 

Clin Oral Investig. 2022;26(2):2197-205. 

91. Bakkal M, Abbasoglu Z, Kargul B. The Effect of Casein Phosphopeptide-

Amorphous Calcium Phosphate on Molar-Incisor Hypomineralisation:  A Pilot Study. 

Oral Health Prev Dent. 2017;15(2):163-7. 

92. Bekes K, Heinzelmann K, Lettner S, Schaller HG. Efficacy of desensitizing 

products containing 8% arginine and calcium carbonate for hypersensitivity relief in 

MIH-affected molars: an 8-week clinical study. Clin Oral Investig. 2017;21(7):2311-7. 

93. Biondi AM, Cortese SG, Babino L, Fridman DE. Comparison of Mineral Density 

in Molar Incisor Hypomineralization applying fluoride varnishes and casein 

phosphopeptide-amorphous calcium phosphate. Acta Odontol Latinoam. 

2017;30(3):118-23. 

94. Ehlers V, Reuter AK, Kehl EB, Enax J, Meyer F, Schlecht J, et al. Efficacy of a 

Toothpaste Based on Microcrystalline Hydroxyapatite on Children with Hypersensitivity 

Caused by MIH: A Randomised Controlled Trial. Oral Health Prev Dent. 

2021;19(1):647-58. 

95. Futterer J, Ebel M, Bekes K, Klode C, Hirsch C. Influence of customized therapy 

for molar incisor hypomineralization on children's oral hygiene and quality of life. Clin 

Exp Dent Res. 2020;6(1):33-43. 

96. Muniz RSC, Carvalho CN, Aranha ACC, Dias F, Ferreira MC. Efficacy of low-

level laser therapy associated with fluoride therapy for the desensitisation of molar-

incisor hypomineralisation: Randomised clinical trial. Int J Paediatr Dent. 

2020;30(3):323-33. 

97. Olgen IC, Sonmez H, Bezgin T. Effects of different remineralization agents on 

MIH defects: a randomized clinical study. Clin Oral Investig. 2022;26(3):3227-38. 



73 

 

98. Ozgül BM, Saat S, Sönmez H, Oz FT. Clinical evaluation of desensitizing 

treatment for incisor teeth affected by molar-incisor hypomineralization. J Clin Pediatr 

Dent. 2013;38(2):101-5. 

99. Pasini M, Giuca MR, Scatena M, Gatto R, Caruso S. Molar incisor 

hypomineralization treatment with casein phosphopeptide and amorphous calcium 

phosphate in children. Minerva Stomatol. 2018;67(1):20-5. 

100. Restrepo M, Jeremias F, Santos-Pinto L, Cordeiro RCL, Zuanon AC. Effect of 

Fluoride Varnish on Enamel Remineralization in Anterior Teeth with Molar Incisor 

Hypomineralization. The Journal of Clinical Pediatric Dentistry. 2016;40(3):207-10. 

101. Sezer B, Kargul B. Effect of Remineralization Agents on Molar-Incisor 

Hypomineralization-Affected Incisors: A Randomized Controlled Clinical Trial. J Clin 

Pediatr Dent. 2022;46(3):192-8. 

102. Sezer B, Tugcu N, Caliskan C, Durmus B, Kupets T, Bekiroglu N, et al. Effect of 

casein phosphopeptide amorphous calcium fluoride phosphate and calcium 

glycerophosphate on incisors with molar-incisor hypomineralization: A cross-over, 

randomized clinical trial. Biomed Mater Eng. 2022;33(4):325-35. 

103. Singh SK GA, Gauba K, et al. A Comparative Evaluation of CPP-ACP Cream 

and Fluoride Varnish in Remineralization of MIH-affected Teeth Using Laser 

Fluorescence. J South Asian Assoc Pediatr Dent 2021;4(2):117-21. 

104. Wewege MA, Jones MD, Williams SA, Kamper SJ, McAuley JH. Rescaling pain 

intensity measures for meta-analyses of analgesic medicines for low back pain appears 

justified: an empirical examination from randomised trials. BMC Med Res Methodol. 

2022;22(1):285. 

105. Enax J, Amaechi BT, Farah R, Liu JA, Schulze Zur Wiesche E, Meyer F. 

Remineralization Strategies for Teeth with Molar Incisor Hypomineralization (MIH): A 

Literature Review. Dent J (Basel). 2023;11(3):1-14. 

106. Restrepo M, Rojas-Gualdron DF, de Farias AL, Girotto-Bussaneli D, Santos-

Pinto L. Association Between Frequency and Severity of Dental Fluorosis and Molar 

Incisor Hypomineralization. J Clin Pediatr Dent. 2022;46(1):30-4. 

107. Drancourt N, Roger-Leroi V, Martignon S, Jablonski-Momeni A, Pitts N, 

Domejean S. Carious lesion activity assessment in clinical practice: a systematic review. 

Clin Oral Investig. 2019;23(4):1513-24. 

108. Macey R, Walsh T, Riley P, Glenny AM, Worthington HV, Fee PA, et al. 

Fluorescence devices for the detection of dental caries. Cochrane Database Syst Rev. 

2020;12:CD013811. 

109. Walsh T, Macey R, Ricketts D, Carrasco Labra A, Worthington H, Sutton AJ, et 

al. Enamel Caries Detection and Diagnosis: An Analysis of Systematic Reviews. J Dent 

Res. 2022;101(3):261-9. 

110. Gimenez T, Braga MM, Raggio DP, Deery C, Ricketts DN, Mendes FM. 

Fluorescence-based methods for detecting caries lesions: systematic review, meta-

analysis and sources of heterogeneity. PLoS One. 2013;8(4):e60421. 



74 

 

111. Kavvadia K, Seremidi K, Reppa C, Makou M, Lagouvardos P. Validation of 

fluorescence devices for evaluation of white spot lesions in orthodontic patients. Eur Arch 

Paediatr Dent. 2018;19(2):83-9. 

112. Farah RA, Swain MV, Drummond BK, Cook R, Atieh M. Mineral density of 

hypomineralised enamel. J Dent. 2010;38(1):50-8. 

113. Garot E, Rouas P, D'Incau E, Lenoir N, Manton D, Couture-Veschambre C. 

Mineral density of hypomineralised and sound enamel. Bull Group Int Rech Sci Stomatol 

Odontol. 2016;53(1):e33. 

114. Gambetta-Tessini K, Mariño R, Ghanim A, Adams GG, Manton DJ. Validation 

of quantitative light-induced fluorescence-digital in the quantification of demarcated 

hypomineralized lesions of enamel. J Investig Clin Dent. 2017;8(4). 

115. Farah RA, Drummond BK, Swain MV, Williams S. Relationship between laser 

fluorescence and enamel hypomineralisation. J Dent. 2008;36(11):915-21. 

116. Gomez J, Tellez M, Pretty IA, Ellwood RP, Ismail AI. Non-cavitated carious 

lesions detection methods: a systematic review. Community Dentistry and Oral 

Epidemiology. 2013;41(1):55-66. 

117. Park KJ, Voigt A, Schneider H, Ziebolz D, Haak R. Light-based diagnostic 

methods for the in vivo assessment of initial caries lesions: Laser fluorescence, QLF and 

OCT. Photodiagnosis Photodyn Ther. 2021;34:102270. 

118. Bader JD, Shugars DA. A systematic review of the performance of a laser 

fluorescence device for detecting caries. J Am Dent Assoc. 2004;135(10):1413-26. 

119. Toraman AM, Peker I, Deniz Arisu H, Bala O, Altunkaynak B. In vivo 

comparison of laser fluorescence measurements with conventional methods for occlusal 

caries detection. Lasers Med Sci. 2008;23(3):307-12. 

120. Amaechi BT, Higham SM. Quantitative light-induced fluorescence: a potential 

tool for general dental assessment. J Biomed Opt. 2002;7(1):7-13. 

121. Felix Gomez G, Eckert GJ, Ferreira Zandona A. Orange/Red Fluorescence of 

Active Caries by Retrospective Quantitative Light-Induced Fluorescence Image Analysis. 

Caries Research. 2016;50(3):295-302. 

122. Ko HY, Kang SM, Kim HE, Kwon HK, Kim BI. Validation of quantitative light-

induced fluorescence-digital (QLF-D) for the detection of approximal caries in vitro. J 

Dent. 2015;43(5):568-75. 

123. de Jong EJ, Higham SM, Smith PW, Daelen CJv, Veen MHvd. Quantified light-

induced fluorescence, review of a diagnostic tool in prevention of oral disease. Journal of 

Applied Physics. 2009;105(10):102031. 

124. Reynolds EC, Cain CJ, Webber FL, Black CL, Riley PF, Johnson IH, et al. 

Anticariogenicity of calcium phosphate complexes of tryptic casein phosphopeptides in 

the rat. J Dent Res. 1995;74(6):1272-9. 

125. Shen P, Cai F, Nowicki A, Vincent J, Reynolds EC. Remineralization of enamel 

subsurface lesions by sugar-free chewing gum containing casein phosphopeptide-

amorphous calcium phosphate. J Dent Res. 2001;80(12):2066-70. 



75 

 

126. Cochrane NJ, Saranathan S, Cai F, Cross KJ, Reynolds EC. Enamel subsurface 

lesion remineralisation with casein phosphopeptide stabilised solutions of calcium, 

phosphate and fluoride. Caries Res. 2008;42(2):88-97. 

127. Zhang Q, Zou J, Yang R, Zhou X. Remineralization effects of casein 

phosphopeptide-amorphous calcium phosphate crème on artificial early enamel lesions 

of primary teeth. Int J Paediatr Dent. 2011;21(5):374-81. 

128. Dai Z, Liu M, Ma Y, Cao L, Xu HHK, Zhang K, et al. Effects of Fluoride and 

Calcium Phosphate Materials on Remineralization of Mild and Severe White Spot 

Lesions. Biomed Res Int. 2019;2019:1271523. 

129. Tao S, Zhu Y, Yuan H, Tao S, Cheng Y, Li J, et al. Efficacy of fluorides and CPP-

ACP vs fluorides monotherapy on early caries lesions: A systematic review and meta-

analysis. PLoS One. 2018;13(4):e0196660. 

130. Wu L, Geng K, Gao Q. Early Caries Preventive Effects of Casein 

Phosphopeptide-Amorphous Calcium Phosphate (CPP-ACP) Compared with 

Conventional Fluorides: A Meta-analysis. Oral Health Prev Dent. 2019;17(6):495-503. 

131. Sharda S, Gupta A, Goyal A, Gauba K. Remineralization potential and caries 

preventive efficacy of CPP-ACP/Xylitol/Ozone/Bioactive glass and topical fluoride 

combined therapy versus fluoride mono-therapy - a systematic review and meta-analysis. 

Acta Odontol Scand. 2021;79(6):402-17. 

132. Cardoso-Martins I, Arantes-Oliveira S, Coelho A, Pessanha S, P FM. Evaluation 

of the Efficacy of CPP-ACP Remineralizing Mousse in MIH White and Yellow 

Opacities-In Vitro Vickers Microhardness Analysis. Dent J (Basel). 2022;10(10). 

133. Baroni C, Marchionni S. MIH supplementation strategies: prospective clinical and 

laboratory trial. J Dent Res. 2011;90(3):371-6. 

134. Kumar A, Goyal A, Gauba K, Kapur A, Singh SK, Mehta SK. An evaluation of 

remineralised MIH using CPP-ACP and fluoride varnish: An in-situ and in-vitro study. 

Eur Arch Paediatr Dent. 2022;23(1):79-87. 

135. Lygidakis NA. Treatment modalities in children with teeth affected by molar-

incisor enamel hypomineralisation (MIH): A systematic review. European Archives of 

Paediatric Dentistry. 2010;11:65-74. 

136. Jimenez ADP, Mora VSA, Davila M, Montesinos-Guevara C. Dental caries 

prevention in pediatric patients with molar incisor hypomineralization: a scoping review. 

J Clin Pediatr Dent. 2023;47(4):9-15. 

137. Bullio Fragelli CM, Jeremias F, Feltrin de Souza J, Paschoal MA, de Cassia 

Loiola Cordeiro R, Santos-Pinto L. Longitudinal Evaluation of the Structural Integrity of 

Teeth Affected by Molar Incisor Hypomineralisation. Caries Res. 2015;49(4):378-83. 

138. Negre-Barber A, Montiel-Company JM, Catalá-Pizarro M, Almerich-Silla JM. 

Degree of severity of molar incisor hypomineralization and its relation to dental caries. 

Sci Rep. 2018;8(1):1248. 

139. Gernhardt CR. How valid and applicable are current diagnostic criteria and 

assessment methods for dentin hypersensitivity? An overview. Clin Oral Investig. 

2013;17 Suppl 1(Suppl 1):S31-40. 



76 

 

140. Schiff T, Delgado E, Zhang YP, Cummins D, DeVizio W, Mateo LR. Clinical 

evaluation of the efficacy of an in-office desensitizing paste containing 8% arginine and 

calcium carbonate in providing instant and lasting relief of dentin hypersensitivity. Am J 

Dent. 2009;22 Spec No A:8a-15a. 

141. von Baeyer CL. Children's self-reports of pain intensity: scale selection, 

limitations and interpretation. Pain Res Manag. 2006;11(3):157-62. 

142. Tomlinson D, von Baeyer CL, Stinson JN, Sung L. A systematic review of faces 

scales for the self-report of pain intensity in children. Pediatrics. 2010;126(5):e1168-98. 

143. Rocha MOC, Cruz A, Santos DO, Douglas DEODW, Flecha OD, Gonçalves PF. 

Sensitivity and specificity of assessment scales of dentin hypersensitivity - an accuracy 

study. Braz Oral Res. 2020;34:e043. 

144. Silva BB, Severo NB, Maltz M. Validity of diode laser to monitor carious lesions 

in pits and fissures. J Dent. 2007;35(8):679-82. 

145. Mendes FM, Nicolau J, Duarte DA. Evaluation of the effectiveness of laser 

fluorescence in monitoring in vitro remineralization of incipient caries lesions in primary 

teeth. Caries Res. 2003;37(6):442-4. 

146. Diniz MB, Paes Leme AF, Cardoso Kde S, Rodrigues Jde A, Cordeiro Rde C. The 

efficacy of laser fluorescence to detect in vitro demineralization and remineralization of 

smooth enamel surfaces. Photomed Laser Surg. 2009;27(1):57-61. 

147. Aljehani A, Bamzahim M, Yousif MA, Shi XQ. In vivo reliability of an infrared 

fluorescence method for quantification of carious lesions in orthodontic patients. Oral 

Health Prev Dent. 2006;4(2):145-50. 

148. Shi XQ, Tranaeus S, Angmar-Månsson B. Validation of DIAGNOdent for 

quantification of smooth-surface caries: an in vitro study. Acta Odontol Scand. 

2001;59(2):74-8. 

149. Mendes FM, Siqueira WL, Mazzitelli JF, Pinheiro SL, Bengtson AL. Performance 

of DIAGNOdent for detection and quantification of smooth-surface caries in primary 

teeth. J Dent. 2005;33(1):79-84. 

150. Salah R, Afifi RR, Kehela HA, Aly NM, Rashwan M, Hill RG. Efficacy of Novel 

Bioactive Glass in the Treatment of Enamel White Spot Lesions: A Randomized 

Controlled Trial✰. J Evid Based Dent Pract. 2022;22(4):101725. 

151. Gohar R, Ibrahim SH, Safwat OM. Evaluation of the remineralizing effect of 

biomimetic self-assembling peptides in post-orthodontic white spot lesions compared to 

fluoride-based delivery systems: randomized controlled trial. Clin Oral Investig. 

2023;27(2):613-24. 

152. Shan Z, Ji J, McGrath C, Gu M, Yang Y. Effects of low-level light therapy on 

dentin hypersensitivity: a systematic review and meta-analysis. Clin Oral Investig. 

2021;25(12):6571-95. 

153. Soares ML, Porciúncula GB, Lucena MI, Gueiros LA, Leão JC, Carvalho AA. 

Efficacy of Nd:YAG and GaAlAs lasers in comparison to 2% fluoride gel for the 

treatment of dentinal hypersensitivity. Gen Dent. 2016;64(6):66-70. 



77 

 

154. Moeintaghavi A, Ahrari F, Nasrabadi N, Fallahrastegar A, Sarabadani J, Rajabian 

F. Low level laser therapy, Er,Cr:YSGG laser and fluoride varnish for treatment of dentin 

hypersensitivity after periodontal surgery: A randomized clinical trial. Lasers Med Sci. 

2021;36(9):1949-56. 

155. Maximiano V, Machado AC, Yoshida ML, Pannuti CM, Scaramucci T, Aranha 

ACC. Nd:YAG laser and calcium sodium phosphosilicate prophylaxis paste in the 

treatment of dentin hypersensitivity: a double-blind randomized clinical study. Clin Oral 

Investig. 2019;23(8):3331-8. 

156. Piovesan É TA, Alves JB, Ribeiro C, Massignan C, Bezerra ACB, Leal SC. Is 

silver diamine fluoride effective in reducing dentin hypersensitivity? A systematic 

review. J Dent Res Dent Clin Dent Prospects. 2023;17(2):63-70. 

157. Chan AKY, Tsang YC, Yu OY, Lo ECM, Leung KCM, Chu CH. Clinical 

evidence for silver diamine fluoride to reduce dentine hypersensitivity: A systematic 

review. J Dent. 2024;142:104868. 

158. Nunes GP, Delbem ACB, Gonçalves FMC, Rischka K, de Camargo ER, Sousa Y, 

et al. Biomineralization and remineralizing potential of toothpastes containing nanosized 

β-calcium glycerophosphate: an in vitro study. Odontology. 2024;112(4):1186-96. 

159. Emerenciano NG, Delbem ACB, Gonçalves FMC, Quinteiro JP, de Camargo ER, 

Silva-Sousa YTC, et al. Effect of the association of microparticles and nano-sized β-

calcium glycerophosphate in conventional toothpaste on enamel remineralization: In situ 

study. J Dent. 2023;138:104719. 

160. Seide SE, Rover C, Friede T. Likelihood-based random-effects meta-analysis with 

few studies: empirical and simulation studies. BMC Med Res Methodol. 2019;19(1):16. 

161. Bender R, Friede T, Koch A, Kuss O, Schlattmann P, Schwarzer G, et al. Methods 

for evidence synthesis in the case of very few studies. Res Synth Methods. 2018;9(3):382-

92. 

162. Anderson P, Hector MP, Rampersad MA. Critical pH in resting and stimulated 

whole saliva in groups of children and adults. International Journal of Paediatric 

Dentistry. 2001;11:266-73. 

163. Lynch RJ. The primary and mixed dentition, post-eruptive enamel maturation and 

dental caries: a review. Int Dent J. 2013;63 Suppl 2(Suppl 2):3-13. 

164. Hegyi P, Petersen OH, Holgate S, Erőss B, Garami A, Szakács Z, et al. Academia 

Europaea Position Paper on Translational Medicine: The Cycle Model for Translating 

Scientific Results into Community Benefits. J Clin Med. 2020;9(5):1-25. 

165. Hegyi P, Erőss B, Izbéki F, Párniczky A, Szentesi A. Accelerating the 

translational medicine cycle: the Academia Europaea pilot. Nat Med. 2021;27(8):1317-

9. 



16. BIBLIOGRAPHY 

16.1. Publications related to the thesis 

1. Cavalcante, B. G. N., Mlinkó, E., Szabó, B., Teutsch, B., Hegyi, P., Vág, J., Németh, 

O., Gerber, G., & Varga, G. (2024). Non-Invasive Strategies for Remineralization and 

Hypersensitivity Management in Molar–Incisor Hypomineralization—A Systematic 

Review and Meta-Analysis. Journal of Clinical Medicine, 13(23), 7154. 

https://www.mdpi.com/2077-0383/13/23/7154  

Q1, IF: 3.0 

2. Cavalcante, B. G. N., Schulze Wenning, A., Szabó, B., László Márk, C., Hegyi, P., 

Borbély, J., Németh, O., Bartha, K., Gerber, G., & Varga, G. (2024). Combined Casein 

Phosphopeptide-Amorphous Calcium Phosphate and Fluoride Is Not Superior to Fluoride 

Alone in Early Carious Lesions: A Meta-Analysis. Caries Research, 58(1), 1-16. Epub 

2023 Oct 26. https://doi.org/10.1159/000533547 

Q1, IF: 2.9 

16.2. Publications not related to the thesis 

1. Ács, M., Cavalcante, B. G. N., Bănărescu, M., Wenning, A. S., Hegyi, P., Szabó, B., 

Harnos, A., Gerber, G., & Varga, G. (2024). Maternal Factors Increase Risk of Orofacial 

Cleft: A Meta-Analysis. Scientific Reports, 14(1), 28104. https://doi.org/10.1038/s41598-

024-79346-7 

D1, IF: 3.8 

2. Bencze, B., Cavalcante, B. G. N., Romandini, M., Róna, V., Váncsa, S., Varga, G., 

Kivovics, M., Szabó, B., Agócs, G., Géczi, Z., Hermann, P., Hegyi, P., & Végh, D. 

(2024). Prediabetes and Poorly Controlled Type-2 Diabetes as Risk Indicators for Peri-

Implant Diseases: A Systematic Review and Meta-Analysis. Journal of Dentistry, 146, 

105094. https://doi.org/10.1016/j.jdent.2024.105094 

D1, IF: 4.8 

3. Takács, A., Hardi, E., Cavalcante, B. G. N., Szabó, B., Kispélyi, B., Joób-Fancsaly, 

Á., Mikulás, K., Varga, G., Hegyi, P., & Kivovics, M. (2023). Advancing Accuracy In 

https://doi.org/10.1159/000533547
https://doi.org/10.1038/s41598-024-79346-7
https://doi.org/10.1038/s41598-024-79346-7
https://doi.org/10.1016/j.jdent.2024.105094


79 

 

Guided Implant Placement: A Comprehensive Meta-Analysis: Meta-Analysis Evaluation 

of The Accuracy of Available Implant Placement Methods. Journal of Dentistry, 139, 

104748. https://doi.org/10.1016/j.jdent.2023.104748 

D1, IF: 4.8 

4. Uhrin, E., Domokos, Z., Czumbel, L. M., Kói, T., Hegyi, P., Hermann, P., Borbély, J., 

Cavalcante, B. G. N., & Németh, O. (2023). Teledentistry: A Future Solution in the 

Diagnosis of Oral Lesions: Diagnostic Meta-Analysis and Systematic 

Review. Telemedicine Journal And E-Health: The Official Journal Of The American 

Telemedicine Association, 29(11), 1591–1600. https://doi.org/10.1089/tmj.2022.0426 

Q1, IF: 2.8 

5. de Assis, I. O., de Lavôr, J. R., Cavalcante, B. G. N., Lacerda, R. H. W., & Vieira, A. 

R. (2021). Pulp Enlargement in Individuals Born With Cleft Lip And Palate Pulp, A 

Radiographic Study From the Cleft Lip And Palate Service Of Paraiba, Brazil. European 

Archives Of Paediatric Dentistry: Official Journal Of The European Academy Of 

Paediatric Dentistry, 22(6), 1101–1106. https://doi.org/10.1007/s40368-021-00673-8 

Q1, IF: 2.3 

6. Assis, I. O., Lacerda, R. H. W., Cavalcante, B. G. N., Bezamat, M., Modesto, A., & 

Vieira, A. R. (2021). IRE1 Less Common Homozygous Genotype in Families With 

Positive History of Cancer and Individuals Born With Cleft Lip/Palate. The Journal of 

CraniofacialSurgery, 32(5),e407–e411.https://doi.org/10.1097/SCS.0000000000007169 

Q2, IF: 1.0 

7. Silva, E. M. V. M., Lacerda, R. H. W., Farias, I. L., Cavalcante, B. G. N., Assis, I. O., 

Bezamat, M., Modesto, A., & Vieira, A. R. (2021). COMT rs4818, Pain Sensitivity and 

Duration, and Alveolar Bone Grafting of Oral Clefts. Oral and Maxillofacial 

Surgery, 25(2), 253–256. https://doi.org/10.1007/s10006-020-00912-0 

Q2, IF: 1.7 

8. Cavalcante, B. G. N., Lacerda, R. H. W., Assis, I. O., Bezamat, M., Modesto, A., & 

Vieira, A. R. (2021). Talon Cusp Associates With MMP2 in a Cohort of Individuals Born 

With Oral Clefts. The Cleft Palate-Craniofacial Journal : Official Publication Of The 

https://doi.org/10.1016/j.jdent.2023.104748
https://doi.org/10.1089/tmj.2022.0426
https://doi.org/10.1007/s40368-021-00673-8
https://doi.org/10.1097/SCS.0000000000007169
https://doi.org/10.1007/s10006-020-00912-0


80 

 

American Cleft Palate-Craniofacial Association, 58(5), 597–602. 

https://doi.org/10.1177/1055665620958569 

Q2, IF: 1.9 



17. ACKNOWLEDGEMENTS  

I am extremely grateful to the incredible people I have encountered throughout this 

journey who have supported me over the past years. 

Firstly, I wish to express my heartfelt gratitude to my supervisor, Professor Gábor Varga. 

From the very beginning, he has supported my scientific work and provided me with 

exceptional opportunities that significantly contributed to my professional development. 

More importantly, I could always rely on his personal support and encouragement. His 

commitment and excellent work have inspired me, and I feel truly blessed to have had 

him as my supervisor. 

I would like to extend my sincere thanks to my colleagues at the Department of Oral 

Biology, including Thanyaporn Sang-Ngoen, Róbert Rácz, Anna Földes, Martin Steward, 

and Kristóf Kádár, as well as Dr. Ákos Zsembery. Their willingness to patiently share 

their knowledge with a beginner in basic science has been invaluable, and they have 

taught me much about critical thinking and resilience. 

My deepest appreciation also goes to Gábor Gerber, Dean of the Faculty of Dentistry, for 

his continued support and the opportunities he has provided to further our work. 

I am profoundly thankful to Professor Péter Hegyi, Director of the Centre for 

Translational Medicine, for his steadfast professionalism and dedication to the PhD 

program. I am especially grateful for the opportunity to be part of the CTM team, which 

has profoundly shaped my perspective on science. My special thanks go to my SMS 

colleagues, Márk Czumbel and Brigitta Teutsch, as well as Bence Szabó and all my other 

colleagues at CTM, whose collaboration and support made this work possible. 

Finally, I give all my love and gratitude to my amazing husband and friends for their 

support and flexibility in helping me manage the responsibilities of a PhD and 

motherhood in a foreign country. To my sweet baby Aliz, thank you for filling this 

journey with joy and beauty—you have made it all worthwhile. 

 

 


